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MINUTES OF AN AMENDED BOARD MEETING 
OF THE HEALTH CARE AUTHORITY BOARD  

January 18, 2023 
Samis Education Center 
1200 Children’s Avenue 

Oklahoma City, Oklahoma 
 

Manner and Time of Notice of Meeting:  A statutorily required public meeting notice was placed on the front door of the 
Samis Education Center on January 17, 2023 at 2:00 p.m. Advance public meeting notice was provided to the Oklahoma 
Secretary of State.  In addition to the posting of the statutory public notice, the agency placed its agenda on its website on 
January 13, 2023 at 4:06 p.m.  
 
Pursuant to a roll call of the members, a quorum was declared to be present, and Chairman Nuttle called the meeting to 
order at 2:00 p.m.   
 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 
 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
ITEM 2 / DISCUSSION AND POSSIBLE VOTE ON THE NOVEMBER 16, 2022, OHCA BOARD MEETING MINUTES 
Chairman Nuttle, OHCA Board Chairman 
 
MOTION: Member Christ moved for approval of item 2, as published. The motion 

was seconded by Member Kennedy. 
 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 
 
BOARD MEMBERS ABSENT:   Vice-Chairman Yaffe, Member Finch 
 
ITEM 3 / CHIEF EXECUTIVE OFFICER’S REPORT 
Kevin Corbett, Chief Executive Officer 
 
CEO Corbett thanked Member Susan Dell’Osso and Member Tom Sharpe, both of which have and will have resigned. 
CEO Corbett introduced Dr. Richard Lofgren, OU Health CEO, who provided an overview of OU Health.  
 
Supplemental Payments: OHCA was able to provide a one-time supplemental to hospital participants.  
 
 Public Health Emergency Update: The PHE is still in place. It was extended and running on a 60-day clock, after which 
we will find out if it will be terminated. Should the PHE not be extended, the unwinding plan will begin in April. The 
Omnibus Bill that was passed by the President decoupled the PHE and continuous coverage. So, by virtue of the 
Omnibus Bill being passed, the continuous coverage had a sunset date, which is the end of March or first part of April. 
OHCA teams are now actively moving and mobilizing with regards to OHCA’s unwinding plan, which will be presented 
later during the meeting. The unwinding period is estimated to be nine to twelve months. The Omnibus Bill allows OHCA 
to continue to receive enhanced FMAP, which will help cover the state’s cost.  
 
SoonerSelect Update: OHCA will announce the Dental entities soon. The medical side is proceeding with requests for 
proposals.  
 
Budget Hearings: OHCA presented its budget to the Senate on January 11th and will present to the House on January 
25th.  
 
CEO Corbett thanked Member Case and Member Christ for agreeing to serve on a newly constituted Strategic Planning 
and Operational Committee. This new Committee will be a working committee, much like the other board committees.  
 
AG Opinion: The Board should have received the recent AG’s Opinion. The OHCA team is working through that to be able 
to provide an overview. The Opinion specifically states that the Board is not an advisory board, so there is much to be 
said about that.  
 



 

   

Litigation: The Department of Justice investigation that’s taking place over mental health is underway. OHCA is a party to 
that, along with the Department of Mental Health, Oklahoma City, and Oklahoma County. A recently filed suit regarding 
the SoonerSelect program is also being reviewed by OHCA team.  
 
ITEM 4 / CHIEF OF STAFF REPORT 
Ellen Buettner, Chief of Staff 
 
Ms. Buettner provided a legislative and budget hearing update.  
 
Legislative Update: OHCA has requested four bills, three of which are related to Managed Care, specifically about the 
dental benefit licensure, the second would create the single provider credentialing process, and the third would amend the 
ambulance supplemental provider payment program. The fourth bill would allow OHCA to maximize the recovery of Third-
Party Liability cases. OHCA is tracking several bills related to managed care, nursing facilities, rural health, and gender 
affirming care. OHCA will continue to track the bills and will provide updates to the Board. 
 
Budget Hearings: The House and Senate Budget Hearings have been scheduled this month, the House hearing is 
scheduled on January 25, 2023; and the Senate Hearing was scheduled January 11, 2023.  
 
ITEM 5 / STATE MEDICAID DIRECTOR’S REPORT 
Traylor Rains, State Medicaid Director 
 
Mr. Rains provided an update on the 2023 consolidation appropriations bills and their impact on SoonerCare, new and 
upcoming program changes, and a SoonerSelect update on important milestones.  
 
For more detailed information, see attachment A in the board packet.  
 
ITEM 6 / CONTINUOUS COVERAGE UNWINDING PRESENTATION 
Brandon Keppner, Chief of Operations 
 
Mr. Keppner provided and overview of the Public Health Emergency Unwinding, which included information on the PHE 
and the Families First Coronavirus Response Act, Consolidated Appropriations Act, OHCA Communications Phases, 
Unwinding Preparations, OHCA’s Commitment, Unwinding Requirements, Normal Operations, Protecting Vulnerable 
Members, Transition Process, and Resources.  
 
For more detailed information, see Attachment B in the board packet.  
 
ITEM 7i-viii / DISCUSSION OF REPORT FROM THE PHARMACY ADVISORY COMMITTEE AND POSSIBLE ACTION 
REGARDING DRUG UTILIZATION BOARD RECOMMENDATIONS 
Terry Cothran, Director of Pharmacy Services 
 
Action Item – a) Discussion and Possible Vote Regarding Recommendations Made by the Drug Utilization Review Board 
Pursuant to 63 O.S. § 5030.3 to Add the Following Drugs to the Utilization and Scope Prior Authorization Program under 
OAC 317:30-5-77.2(e) (see Attachment “C”) 
 

 Drug Name: Used For: 

i 

Enjaymo Cold agglutinin disease is a rare type of autoimmune hemolytic anemia in which the 
body's immune system mistakenly attacks and destroys its own red blood cells. 

Pyrukynd Pyruvate kinase deficiency is a genetic blood disorder characterized by low levels of an 
enzyme called pyruvate kinase, which is used by red blood cells 

Zynteglo Transfusion dependent beta thalassemia: Beta thalassemia is a blood disorder that 
reduces the production of hemoglobin.  

ii 

Spevigo Pustular psoriasis is an uncommon form of psoriasis consisting of widespread pustules 
on an erythematous background. 

Tavneos Anti-neutrophil cytoplasmic autoantibody (ANCA)-associated vasculitis is a group 
of rare diseases involving inflammation of your small to medium-sized blood vessels.  

iii 

Besremi Polycythemia vera is a rare, chronic disorder involving the overproduction of blood cells 
in the bone marrow.  

Vonjo Myelofibrosis is an uncommon type of bone marrow cancer that disrupts your body's 
normal production of blood cells.  

iv Xenpozyme Acid sphingomyelinase deficiency (ASMD) is a rare progressive genetic disorder that 



 

   

results from a deficiency of the enzyme acid sphingomyelinase, which is required to 
break down (metabolize) a fatty substance (lipid) called sphingomyelin.  

v 
Carvykti & 
Tecvavli 

Multiple myeloma is a cancer that begins in plasma cells, a type of white blood cell. 

vi Tezspire Asthma is a chronic (long-term) lung disease.  

vii 
Adbry & 
Cibingo 

Atopic dermatitis (AD) is a chronic skin condition characterized by patches of dry, 
inflamed, and itchy skin. 

viii 
Skysona Cerebral adrenoleukodystrophy (cerebral ALD, or CALD) is a genetic disorder. It is 

the childhood-onset form of ALD. ALD leads to the accumulation of very-long-chain fatty 
acids in the brain and adrenal glands.   

 
 

MOTION: Member Sharpe moved for approval of item 7i-viii, as published. The 
motion was seconded by Chairman Nuttle. 

 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 
 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
ITEM 8 / DISCUSSION OF REPORT FROM THE COMPLIANCE ADVISORY COMMITTEE 
Phil Kennedy, Chair, Compliance Advisory Committee 
 
Member Kennedy provided an update on December and January Compliance Committee meetings.  
 
Financials: The revenues for OHCA through November were $3.3 billion or 5.2% over budget. The expenditures were $3.1 
billion or 6.6 over budget, primarily from Nursing Facility supplemental payments and impacts from the PHE and continuous 
coverage. The state budget variance is negative $31 million, which is a decrease from October. OHCA recently submitted 
a budget revision in January, increasing the budget from $635 million. This includes Nursing Facility supplemental payment, 
additional SHOPP distribution, and a 12-month impact of the PHE and Continuous Coverage. OHCA does not expect 
increase to be reoccurring. OHCA will utilize cash reserves to fund the increases.  
 
Program Integrity: OHCA completed the 2022 Payment Error Rate Measurement (PERM), which is reviewed by CMS. The 
PERM rate for Oklahoma was 1.95%, which is the second lowest rate in the nation and is significantly below the national 
average of 15.62%. There are two elements to this, the accuracy and payment of claims and eligibility. The actual accuracy 
for claims showed zero errors. That is the best it’s ever been in the agency M 
 

a) Discussion and Possible Vote regarding the Authorities ability to withstand the procurement decision made by the 
CEO based on the Authority’s budget and available funds pursuant to 63 O.S. Section 5006(A)(2) under OAC 
317:10-1-16. (Attachment “D”) 
 

i. SoonerSelect Medical 
ii. SoonerSelect Dental 
iii. SoonerSelect Children’s Specialty 
iv. Social Determinants of Health 
v. Electronic Visit Verification  

 
MOTION: Member Kennedy moved for approval of item 8a.i-iii, as published. The 

motion was seconded by Member Sharpe. 
 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 
 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
MOTION: Member Kennedy moved for approval of item 8a.iv, as published. The 

motion was seconded by Member Sharpe. 
 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 



 

   

 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
MOTION: Member Kennedy moved for approval of item 8a.v, as published. The 

motion was seconded by Member Sharpe. 
 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 
 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
ITEM 9 / DISCUSSION OF REPORT FROM THE ADMINISTRATIVE RULES ADVISORY COMMITTEE AND POSSIBLE 
ACTION REGARDING AGENCY RULEMAKING 
Tanya Case, Interim Administrative Rules Advisory Committee Chairwoman 
 

a) Discussion and Possible Vote on Recommended Rulemaking Pursuant to Article I of the Administrative 
Procedures Act and in accordance with 75 O.S. § 253. OHCA Requests the Adoption of the Following Emergency 
Rules (see Attachment “E”): 
 

i. APA WF # 22-11 Early and Periodic Screening, Diagnostic and treatment (EPSDT) Visit and Sick 
Visit on the Same Day 

j. APA WF # 22-21A Increase Income Standard for Pregnant Women and Extend Postpartum 
Coverage 

k. APA WF # 22-21B Increase Income Standard for Pregnant Women and Extend Postpartum 
Coverage  

l. APA WF # 22-22 Ukrainian Humanitarian Parolees 
 

MOTION: Member Sharpe moved to approve that there was significant evidence of 
the above rules being presented as emergency rules. The motion was 
seconded by Member Christ. 

 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 
 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
MOTION: chairman Nuttle moved to approve the rules listed in item 9 as published. 

The motion was seconded by Member Christ.  
 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 
 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
ITEM 10 / PROPOSED EXECUTIVE SESSION AS RECOMMENDED BY THE CHIEF OF LEGAL SERVICES AND 
AUTHORIZED BY THE OPEN MEETINGS ACT, 25 OKLAHOMA STATUTES §307(B) (4). 
Marc Nuttle, OHCA Board Chairman 
 
MOTION:  Member Kennedy moved to go into Executive Session. The motion was 

seconded by Member Cruzan.  
 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 
 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
MOTION:  Member Case moved to leave Executive Session. The motion was 

seconded by Member Kennedy.  
 
BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 

Member Kennedy, Member Sharpe 



 

   

 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
ITEM 10 / ADJOURNMENT 
Marc Nuttle, OHCA Board Chairman 
 
MOTION: Member Kennedy moved to adjourn. The motion was seconded by 

Member Christ.  

BOARD MEMBERS PRESENT: Chairman Nuttle, Member Case, Member Christ, Member Cruzan, 
Member Kennedy, Member Sharpe 

 
BOARD MEMBERS ABSENT: Vice-Chairman Yaffe, Member Finch 
 
Meeting adjourned at 4:03 p.m., 1/18/2023 

NEXT BOARD MEETING 
March 22, 2023 

Oklahoma Health Care Authority 
4345 N. Lincoln Blvd 

Oklahoma City, OK 73105 
 

Martina Ordonez 
Board Secretary 
 
Minutes Approved: _______________ 
 
Initials:      
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Degeneration (Wet 
AMD) 

(VEGF) makes abnormal 
blood vessels grow in the 
wrong place in the back of 
your eye which can cause 
vision impairment to vision 
loss. Most common in those 
over 65 years old. 

• Other treatments options 
available 

4 Kimmtrak®  
 
Opdualag™ 
 

• Metastatic 
Melanoma 

• $994,280 per year 
 

• $356,049 per year 

• Metastatic melanoma is a 
serious type of skin cancer 
which has spread to another 
area of the body. The rate of 
new cases is approximately 
21.5 per 100,000 people US 
with the median age at 
diagnosis being 65 years. 

5 Lytgobi® • Cholangiocarcinoma  • $31,258 per month • Cholangiocarcinoma is also 
known as bile duct cancer 
and is a rare form of cancer 
affecting 8,000 people in the 
US each year. 

6 Pedmark®  
 
 
 
 
Vijoice® 
 

• Prevent ototoxicity 
associated with 
cisplatin therapy 

 
 
 
• PIK3CA-Related 

Overgrowth 
Spectrum (PROS) 

• $11,417 per 
treatment 

 
 
 
 
• $34,821 per month 

• Ototoxicity is the 
pharmacological adverse 
reaction affecting the inner 
ear or auditory nerve, 
causing hearing or balance 
loss 

• (PROS) includes a group of 
rare genetic disorders that 
leads to overgrowth of 
various body parts due to 
mutations in the gene 
PIK3CA. This gene is involved 
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in making a protein that 
helps regulate cell growth, 
division and survival. Certain 
areas of the body are 
overgrown, ranging from 
isolated digits to whole 
limbs, trunk, or brain. 
Different tissues may be 
involved individually or in 
combination such as fat, 
muscle, bone, nerve, brain 
and blood vessels. 
Prevalence is unknown due 
to rarity. 

7 Hyftor™ • Facial angiofibromas 
associated with 
tuberous sclerosis 
complex (TSC) 

• $42,000 per year • Facial angiofibroma is the 
most predominant 
cutaneous manifestation of 
TSC, a rare autosomal 
dominant genetic disorder. 
Facial angiofibroma can 
bleed spontaneously, impair 
eyesight, and cause 
aesthetic disfiguration 
causing psychological and 
social stress. TSC affects 1 in 
6,000 newborns with 
approximately 40,000-
80,000 people in the US 
having TSC. 

*Costs do not reflect rebated prices or net costs.  Costs based on National Average Drug Acquisition Costs (NADAC) or Wholesale 
Acquisition Costs (WAC) if NADAC unavailable. N/A = not available at the time of publication.  
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Recommendation 1: Vote to Prior Authorize Relyvrio™  
The Drug Utilization Review Board recommends the prior authorization of Relyvrio™ 
(Sodium Phenylbutyrate/Taurursodiol)with the following criteria: 
 
Relyvrio™ (Sodium Phenylbutyrate/Taurursodiol) Approval Criteria: 

1. An FDA approved diagnosis of amyotrophic lateral sclerosis (ALS); and 
2. Member must be 18 years of age or older; and 
3. Disease duration of 18 months or less (for initial approval); or 

a. A prior authorization request with patient-specific information 
may be submitted for consideration of Relyvrio™ for members 
with disease duration >18 months, including but not limited to 
disease progression, specific symptoms related to the disease, 
activities of daily living currently affected by the disease, or 
prognosis; and 

4. Must be prescribed by a neurologist or other specialist with expertise in 
the treatment of ALS (or an advanced care practitioner with a 
supervising physician who is a neurologist or other specialist with 
expertise in the treatment of ALS); and 

5. Approvals will be for the duration of 6 months. For each subsequent 
approval, the prescriber must document the member is responding to 
the medication, as indicated by a slower progression in symptoms 
and/or slower decline in quality of life compared to the typical ALS 
disease progression; and 

6. A quantity limit of 56 packets per 28 days will apply. 
 
 
Recommendation 2: Vote to Prior Authorize Vyvgart® 
The Drug Utilization Review Board recommends the prior authorization of Vyvgart® 
(Efgartigimod Alfa-fcab) with the following criteria: 
 
Vyvgart® (Efgartigimod Alfa-fcab) Approval Criteria:  

1. An FDA approved diagnosis of generalized myasthenia gravis (gMG); 
and  

2. Member must be 18 years of age or older; and  
3. Member must have a positive serologic test for anti-acetylcholine 

receptor (anti-AChR) antibodies; and  
4. Member must have a Myasthenia Gravis Foundation of America (MGFA) 

Clinical Classification class II to IV; and  
5. Member must have a MG-Activities of Daily Living (MG-ADL) total score 

≥5; and  
6. Member must be on a stable dose of either an acetylcholinesterase 

(AChE) inhibitor or immunosuppressive therapy (IST); and  
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7. Vyvgart® must be prescribed by, or in consultation with, a neurologist 
or a specialist with expertise in the treatment of gMG; and  

8. Initial approvals will be for the duration of 6 months, at which time an 
updated MG-ADL score must be provided. Continued authorization 
requires improvement in the MG-ADL score from baseline. Subsequent 
approvals will be for the duration of 1 year. 

 

Recommendation 3: Vote to Prior Authorize Vabysmo™ 
The Drug Utilization Review Board recommends the prior authorization of 
Vabysmo™ (Faricimab-svoa) with the following criteria: 
 
Vabysmo™ (Faricimab-svoa Intravitreal Injection) Approval Criteria:  

1. An FDA approved diagnosis of 1 of the following: 
a. Neovascular (wet) age-related macular degeneration (AMD); or 
b. Diabetic macular edema (DME); and  

2. Member must be 18 years of age or older; and  
3. Member must not have ocular or periocular infections or active 

intraocular inflammation; and  
4. Vabysmo™ must be prescribed and administered by an 

ophthalmologist or a physician experienced in vitreoretinal injections;  
and  

5. Prescriber must verify the member will be monitored for 
endophthalmitis, retinal detachment, increase in intraocular pressure, 
and arterial thromboembolic events, and  

6. Female members of reproductive potential must have a negative 
pregnancy test prior to initiation of therapy and must agree to use 
effective contraception during treatment and for 3 months after the 
final dose of Vabysmo™; and  

7. A patient-specific, clinically significant reason why the member cannot 
use vascular endothelial growth factor (VEGF) inhibitor injection 
products (appropriate to the disease state) available without prior 
authorization [i.e., Beovu® (brolucizumab-dbll), Byooviz™ 
(ranibizumab-nuna), Cimerli™ (ranibizumab-eqrn), Eylea® (aflibercept)] 
must be provided; and  

8. A quantity limit of 0.05mL per 28 days will apply 
 

Recommendation 4: Vote to Prior Authorize Kimmtrak® and 
Opdualag™  
The Drug Utilization Review Board recommends the prior authorization of e 
Kimmtrak® (Tebentafusp-tebn) and Opdualag™ (Nivolumab/Relatlimab-rmbw)) 
with the following criteria: 
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Kimmtrak® (Tebentafusp-tebn) Approval Criteria [Uveal Melanoma 
Diagnosis]:  

1. Diagnosis of unresectable or metastatic uveal melanoma; and  
2. Positive expression of HLA-A*02:01 genotype. 

 

Opdualag™ (Nivolumab/Relatlimab-rmbw) Approval Criteria 
[Unresectable or Metastatic Melanoma Diagnosis]:  

1. Diagnosis of unresectable or metastatic melanoma; and  
2. Member must be 12 years of age or older; and  
3. As first-line therapy; and  
4. Member has not previously failed programmed death 1 (PD-1) inhibitors 

[e.g., Keytruda® (pembrolizumab), Opdivo® (nivolumab)]. 
 

Recommendation 5: Vote to Prior Authorize Lytgobi®  
The Drug Utilization Review Board recommends the prior authorization of Lytgobi® 
(Futibatinib) with the following criteria: 
 
Lytgobi® (Futibatinib) Approval Criteria [Intrahepatic 
Cholangiocarcinoma Diagnosis]: 

1. Diagnosis of unresectable, locally advanced, or metastatic intrahepatic 
cholangiocarcinoma; and  

2. Member was previously treated with at least 1 prior therapy; and  
3. Tumor is positive for fibroblast growth factor receptor 2 (FGFR2) gene 

fusion or rearrangement. 
 
Recommendation 6: Vote to Prior Authorize Pedmark® and 
Vijoice® 
The Drug Utilization Review Board recommends the prior authorization of 
Pedmark® (Sodium Thiosulfate) and Vijoice® (Alpelisib) with the following criteria: 
 

Pedmark® (Sodium Thiosulfate) Approval Criteria [Reduction in 
Ototoxicity Risk Associated with Cisplatin for Solid Tumor Diagnosis]:  

1. Pediatric members 1 month to 18 years of age with a diagnosis of 
localized, non-metastatic solid tumor; and  

2. An FDA approved indication to reduce the risk of ototoxicity associated 
with cisplatin; and  

a. Member’s cisplatin regimen must be provided (i.e., frequency of 
chemotherapy cycles, number of treatment days per cycle, 
number of chemotherapy cycles remaining); and  

3. Pedmark® will be administered as follows:  
a. Starting 6 hours after completion of cisplatin infusion; or  
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b. For multi-day cisplatin regimens, Pedmark® will be administered 
6 hours after each cisplatin infusion but at least 10 hours before 
the next cisplatin infusion; and  

4. Member has a baseline serum sodium <145mmol/L. 
 
Vijoice® (Alpelisib) Approval Criteria [PIK3CA-Related Overgrowth 
Spectrum (PROS) Diagnosis]:  

1. Adult and pediatric members 2 years of age and older; and  
2. Documented PIK3CA gene mutation; and  
3. Severe or life-threatening clinical manifestations of PROS. 

 
Recommendation7 : Vote to Prior Authorize Hyftor™  
The Drug Utilization Review Board recommends the prior authorization of Hyftor™ 
(Sirolimus Topical Gel) with the following criteria: 
 
Hyftor™ (Sirolimus Topical Gel) Approval Criteria [Facial Angiofibromas 
Associated with Tuberous Sclerosis Complex (TSC) Diagnosis]:  

1. Documented diagnosis of TSC; and  
2. Member has facial angiofibromas that are at least 2mm in diameter 

with redness in each; and  
3. Member must be 6 to 20 years of age; or 

a. For members older than 20 years of age, a clinical exception may 
apply for medical issues caused by facial angiofibromas (specific 
documentation of clinically significant medical issues must be 
provided; Hyftor™ is not covered for cosmetic use); and  

5. Initial approvals will be for a duration of 12 weeks, as the need for 
continuing Hyftor™ should be reevaluated if symptoms do not improve 
within 12 weeks of treatment. Reauthorization may be granted if the 
prescriber documents the member is responding well to treatment 
and documents the anticipated duration of treatment. 
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Additional Information 

Contract Term, Including all Optional Renewal Years 

(Oklahoma law limits State Agencies from encumbering funds for more than a single State Fiscal Year. 

As a result, all State of Oklahoma contracts are entered into for an initial year period with subsequent 

optional renewal years.  Every OHCA professional services contract includes standard contract 

termination language, including immediate, 30 day for cause, 60 day without cause, and non-renewal 

terminations.)  

Total Contract Not-to-Exceed Requested for Approval.   

(Actual not-to-exceed amounts are established by the competitive bid process.  If the not-to-exceed 

amount exceeds the amount previously approved by $1,000,000.00 or more, the contract increase shall 

require additional Board approval.) 

Federal Match Percentage(s)  

(CMS authorizes Federal Match based upon specific criteria, for example, a single Information 

Technology contract may qualify for 50% administrative match, 75% operational match, and 90% 

implementation match.) 
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https://ecfr.federalregister.gov/current/title-42/section-438.702#p-438.702(a)(3)
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https://ecfr.federalregister.gov/current/title-42/section-438.700






















































































































































































































































 

 

(I) Video communication technology that allows members to communicate with 

providers through video communication.  Video communication allows 

providers to assess and evaluate their members’ health and welfare or other 

needs by enabling visualization of members and their environments.  Examples 

include smart phones, tablets, audiovisual or virtual assistant technology, or 

sensors; and   

(II) The cost of internet services may be augmented through the Emergency 

Broadband Benefit which is available to waiver members. 

 

 



 

 

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 35. MEDICAL ASSISTANCE FOR ADULTS AND CHILDREN-

ELIGIBILITY 

 

SUBCHAPTER 17. ADVANTAGE WAIVER SERVICES 

 

317:35-17-3. ADvantage program services  

(a) The ADvantage program is a Medicaid Home and Community-Based waiver used to finance 

non-institutional, long-term care services for the elderly and a targeted group of physically 

disabled adults when there is a reasonable expectation that within a thirty (30) calendar day period, 

the person's health, due to disease process or disability, would without appropriate services, 

deteriorate and require long-term care (LTC) facility care to arrest the deterioration. Individuals 

may not be enrolled in ADvantage for the sole purpose of enabling them to obtain Medicaid 

eligibility. Eligibility for ADvantage program services is contingent on an individual requiring one 

(1) or more of the services offered in the waiver, at least monthly, to avoid institutionalization. 

(b) The number of individuals who may receive ADvantage services is limited. 

(1) To receive ADvantage program services, individuals must meet one of thecategoriesthe 

categories in (A) thoughthrough (D) of this paragraph. He or she must: 

(A) Be sixty-five (65) years of age andor older; or 

(B) Be twenty-one (21) to sixty-four (64) years of age, physically disabled and not 

developmentally disabled; orwith a physical disability; or 

(C) When developmentally disabled, and twenty-one (21) to sixty-four (64) years of age; 

and does not have an intellectual disability or a cognitive impairment related to the 

developmental disability;Be twenty-one (21) to sixty-four years of age with a 

developmental disability, provided he or she does not have a cognitive impairment 

(intellectual disability); or 

(D) Be twenty-one (21) to sixty-four (64) years of age, not physically disabled but has 

with a clinically documented, progressive, degenerative disease process that responds to 

treatment and previously required hospital or LTC facility level of care services to 

maintain the treatment regimen to prevent health deterioration.   

(2) In addition, the individual must meet criteria in (A) through (C) of this paragraph. He or 

she must: 

(A) Requirelong-termRequire long-term care facility level of care, per Oklahoma 

Administrative Code (OAC) 317:35-17-2; 

(B) Meet service eligibility criteria, per OAC 317:35-17-3(f); and 

(C) Meet program eligibility criteria, per OAC 317:35-17-3(g). 

(c) ADvantage members are eligible for limited types of living arrangements. The specific living 

arrangements are set forth in (1) thoughthrough (5) of this subsection. 

(1) ADvantage program members are not eligible to receive services while residing in an 

unlicensed institutional living arrangement, such as a room and board home and/oror facility; 

an institutional setting including, but not limited to, licensed facilities, such as a hospital, a 

LTC facility, licensed residential care facility, or licensed assisted living facility, unless the 

facility is an ADvantage assisted living center. 

(2) Additional living arrangements in which members may receive ADvantage services are 

the member's own home, apartment, or independent-living apartment, or a family or friend's 

home or apartment. A home/apartmenthome or apartment unit is defined as a self-contained 



 

 

living space having a lockable entrance to the unit and including a bathroom, and food storage 

and/orand preparation amenities in addition to the bedroom and/oror living space. 

(3) ADvantage program members may receive services in a shelter or similar temporary-

housing arrangement that may or may not meet the definition of home and/oror apartment in 

emergency situations, for a period not to exceed sixty (60) calendar days during which location 

and transition to permanent housing is sought.  

(4) For ADvantage members who are full-time students, a dormitory room qualifies as an 

allowable living arrangement in which to receive ADvantage services while the member is a 

student.  

(5) Members may receive ADvantage respite services in an LTC facility for a continuous 

period not to exceed thirty (30) calendar days. 

(d) Home and Community-Based waiver services are outside of the scope of Medicaid State Plan 

services. The Medicaid waiver allows the Oklahoma Health Care Authority (OHCA) to offer 

certain Home and Community-Based services to an annually capped number of persons, who are 

categorically needy, per Oklahoma Department of Human Services (OKDHS) Appendix C-1, 

Schedule VIII. B. 1., and without such services would be institutionalized. The estimated cost of 

providing an individual's care outside of the LTC facility cannot exceed the annual cost of caring 

for that individual in ana LTC facility. When determining the ADvantage service plan cost cap for 

an individual, the comparable SoonerCareMedicaid cost to serve that individual in ana LTC 

facility is estimated. 

(e) Services provided through the ADvantage waiver are:  

(1) Case management; 

(2) Respite; 

(3) Adult day health care; 

(4) Environmental modifications; 

(5) Specialized medical equipment and supplies; 

(6) Physical, occupational, or speech therapy or consultation; 

(7) Advanced supportive and/or restorative assistance;  

(8) Nursing; 

(9) Skilled nursing; 

(10) Home-delivered meals; 

(11) Hospice care; 

(12) Medically necessary prescription drugs, within the limits of the ADvantage waiver; 

(13) Personal care, State Plan, or ADvantage personal care; 

(14) A Personal Emergency Response System (PERS); 

(15) Consumer-DirectedConsumer Directed Personal Assistance Services and Supports (CD-

PASS); 

(16) Institution Transition Services (Transitional Case Management); 

(17) Assisted living; and 

(18) Remote Supports; 

(19) Assistive technology; and  

(18)(20) SoonerCare medical services for individuals, twenty-one (21) years of age and over, 

within the State Plan scope. 

(f) The OKDHS area nurse or nurse designee makes a determination ofdetermines service 

eligibility prior to evaluating the Uniform Comprehensive Assessment Tool (UCAT) assessment 

for long-term care facility level of care. The criteria in (1) through (5) of this subsection are used 



 

 

to make the service eligibility determination, which includes: 

(1) An open ADvantage program waiver slot, as authorized by the Centers for Medicare and 

Medicaid Services (CMS), which is available to ensure federal participation in payment for 

services to the individual. When the Oklahoma Department of Human Services/Aging 

Services (OKDHS/AS)Services Community Living, Aging and Protective Services (CAP) 

determines all slots are filled, the individual cannot be certified by OKDHS as eligible for 

ADvantage services, and his or her name is placed on a waiting list for entry when an open 

slot becomes available;. 

(2) The ADvantage waiver-targeted service group. The target group isgroups are individuals, 

who: 

(A) Are frail and sixty-five (65) years of age and older; or 

(B) areAre Twenty-one (21) to sixty-four (64) years of age and physically disabled; or 

(C) When developmentally disabled, and are twenty-one (21) to sixty-four (64) years of 

age and do not have an intellectual disability or cognitive impairment related to the 

developmental disability; or 

(D) Are twenty-one (21) to sixty-four (64) years of age, and not physically disabled but 

have a clinically documented, progressive, degenerative disease process that responds to 

treatment and previously required hospital or long-term care facility level of care services 

to maintain the treatment regimen to prevent health deterioration. The individual must 

meet criteria, per OAC 317:35-174-3(b)(2)(A through C)317:35-17-3(b)(2)(A) through 

(C). 

(3) An ineligible individual because he or she posesis ineligible when posing a physical threat 

to himself or herselfself or others, as supported by professional documentation. 

(4) MembersAn individual is ineligible when members of the household or persons who 

routinely visit the household, as supported by professional documentation that do not pose a 

threat of harm or injury to the individual or other household visitors, as supported by 

professional documentation. 

(5) An ineligible individual is ineligible when his or her living environment poses a physical 

threat to himself or herselfself or others, as supported by professional documentation where 

applicable, and measures to correct hazardous conditions or assist the individual to move are 

unsuccessful or not feasible. 

(g) The State, as part of the ADvantage waiver program approval authorizationprocess, ensures 

CMS that each member's health, safety, or welfare can be maintained in his or her home. When a 

member's identified needs cannot be met through provision of the ADvantage program or Medicaid 

State Plan services and other formal or informal services are not in place or immediately available 

to meet those needs, the individual's health, safety, or welfare in his or her home cannot be ensured. 

The ADvantage Administration (AA) determines ADvantage program eligibility through the 

service plan approval process. An individual is deemed ineligible for the ADvantage program 

based on criteria (1) through (8) of this subsection. 

(1) The individual's needs, as identified by the UCAT and other professional assessments, 

cannot be met through ADvantage program services, Medicaid State Plan services, or other 

formal or informal services. 

(2) One (1) or more members of the individual's household pose a physical threat to 

themselves, or others as supported by professional documentation. 

(3) The individual or other household members use threatening, intimidating, degrading, or 

use sexually inappropriate language and/oror innuendo or behavior towards service providers, 



 

 

either in the home or through other contact or communications, and significant efforts were 

attempted to correct such behavior, as supported by professional documentation or other 

credible documentation. 

(4) The individual, or the individual's authorized agent, is uncooperative or refuses to 

participate in service development or service delivery and these actions result in unacceptable 

increases of risk to the individual's health, safety, or welfare in his or her home, as determined 

by the individual, the interdisciplinary team, or the AA.  

(5) The individual's living environment poses a physical threat to self or others, as supported 

by professional documentation, and measures to correct hazardous conditions or assist the 

person to move are unsuccessful or are not feasible. 

(6) The individual provides false or materially inaccurate information necessary to determine 

program eligibility or withholds information necessary to determine program eligibility. 

(7) The individual does not require at least one ADvantage service monthly. 

(8) The individual, his or her family member(s), associate(s), or any other person(s) or 

circumstances as relates to care and coordination in his or herthe living environment produces 

evidence of illegal drug activity or substances used illegally as intoxicants. This includes: 

(A) The use, possession, or distribution of illegal drugs; 

(B) The abusive use of other drugs, such as medication prescribed by a doctor; 

(C) The use of substances, such as inhalants including, but not limited to: 

(i) Typewriter correction fluid; 

(ii) Air conditioning coolant; 

(iii) Gasoline; 

(iv) Propane; 

(v) Felt-tip markers; 

(vi) Spray paint; 

(vii) Air freshener; 

(viii) Butane; 

(ix) Cooking spray; 

(x) Paint; and 

(xi) Glue; 

(D) The observed intoxication, consumption, or sensory indicators, such as smell of the 

use of any drug or intoxicant by the individual, family members, associates, or any other 

person(s) present at the time care is provided may be construed as evidence indicative of 

illegal drug activity or intoxication. This includes drug use or intoxicated activity that is 

menacing to the member or staff providing services; 

(E) The observance of drug paraphernalia or any instrument used in the manufacturing, 

production, distribution, sale, or consumption of drugs or substances including, but not 

limited to: 

(i) Smoking pipes used to consume substances other than tobacco; 

(ii) Roach clips containing marijuana cigarettes; 

(iii) Needles and other implements used for injecting drugs into the body; 

(iv) Plastic bags or other containers used to package drugs; 

(v) Miniature spoons used to prepare drugs; or 

(vi) Kits used in the production of synthetic controlled substances including 

descriptive materials that accompany the item, describing or depicting its use. 

(F) Instructions, verbal or written, concerning the item or device including, but not limited 



 

 

to, the manner in which the object is labeled and displayed for sale; 

(G) The typical use of such items in the community; and/oror 

(H) Testimony of an expert witness regarding use of the item. 

(h) The case manager provides the AA with professional documentation or other credible 

documentation to support the recommendation for redetermination of program eligibility. The 

service providers continue providing services according to the person-centered service plan as 

provider safety permits until the individual is removed from the ADvantage program. As a part of 

the procedures requesting redetermination of program eligibility, OKDHS ASCAP provides 

technical assistance to the provider for transitioning the individual to other services. 

(i) Individuals determined ineligible for ADvantage program services are notified in writing by 

OKDHS ASCAP of the determination and of the right to appeal the decision. 
 

 



 

 

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 30.  MEDICAL PROVIDERS-FEE FOR SERVICE 

 

SUBCHAPTER 5.  INDIVIDUAL PROVIDERS AND SPECIALTIES 

 

PART 41.  FAMILY SUPPORT SERVICES 

 

317:30-5-412.  Description of services  

Family support services include services identified in (1) through (6) of this section.  

Providers of any family support service must have an applicable SoonerCare Provider 

Agreement for Home and Community BasedCommunity-Based Services (HCBS) Waiver 

Providers for persons with developmental disabilities. 

(1) Transportation services.  Transportation services are provided per Oklahoma 

Administrative Code (OAC) 317:40-5-103. 

(2) Assistive technology (AT) devices and services.  AT devices and services are provided 

per OAC 317:40-5-100. 

(3) Architectural modification.  Architectural modification services are provided per OAC 

317:40-5-101. 

(4) Family training. 

(A) Minimum qualifications.   

(i) Individual providers must have a Developmental Disabilities Services (DDS) 

Family Training application and training curriculum approved by DDS staff.  

Individual providers must hold a current licensure, certification, or a Bachelor's 

Degreebachelor's degree in a human service field related to the approved training 

curriculum, or other Bachelor's Degreebachelor's degree combined with a minimum 

of five 5 years' experience in the intellectual disabilities field.  Only individuals 

named on the SoonerCare Provider Agreement to provide Family Training services 

may provide service to members. 

(ii) Agency or business providers must have a (DDS) Family Training application 

and training curriculum approved by DDS staff.  Agency or business provider 

training staff must hold a current licensure, certification, or a Bachelor's Degree 

bachelor's degree in a human service field related to the approved training 

curriculum or other Bachelor's Degreebachelor's degree combined with a minimum 

of five (5) years experience in the intellectual disabilities field.  The credentials of 

new training staff hired by an approved DDS HCBS Family Training agency or 

business provider must be submitted to and approved by the DDS programs 

manager for Family Training prior to new staff training members or members' 

families. 

(B) Description of services.  Family Training services include instruction in skills and 

knowledge pertaining to the support and assistance of members.  Services are: 

(i) intendedIntended to allow families to become more proficient in meeting the 

needs of members who are eligible; 

(ii) providedProvided in any community setting; 

(iii) providedProvided in either group, consisting of two (2) to 15fifteen (15) 

persons, or individual formats; and 



 

 

(iv) forFor members served through DDS HCBS Waivers and their families.  For 

the purpose of this service, family is defined as any person who lives with, or 

provides care to a member served on the Waiver; 

(v) includedIncluded in the member's Individual Plan (Plan) and arranged through 

the member's case manager; and  

(vi) intendedIntended to yield outcomes as defined in the member's Plan. 

(C) Coverage limitations.  Coverage limitations for family training are:include (i) 

through (iv) of this subparagraph.  

(i) The limitation for individual family training; Limitation: $5,500is $6,500 per 

Plan of Care (POC) year;. 

(ii) The limitation for group family training; Limitation: $5,500is $6,500 per Plan 

of Care POC year;. 

(iii) sessionSession rates for individual and group sessions do not exceed a range 

comparable to rates charged by persons with similar credentials providing similar 

services; and. 

(iv) ratesRates must be justified based on costs incurred to deliver the service and 

are evaluated to determine if costs are reasonable.   

(D) Documentation requirements.  Providers must maintain documentation fully 

disclosing the extent of services furnished that specifies: (i) through (ix) of this 

subparagraph.  Progress reports for each member served must be submitted to the DDS 

case manager per OAC 340:100-5-52. 

(i) theThe service date;. 

(ii) theThe start and stop time for each session;. 

(iii) theThe signature of the trainer;. 

(iv) theThe credentials of the trainer;. 

(v) theThe specific issues addressed;. 

(vi) theThe methods used to address issues;. 

(vii) theThe progress made toward outcomes;. 

(viii) theThe member's response to the session or intervention; and. 

(ix) anyAny new issues identified during the session. 

(x) progress reports for each member served must be submitted to the DDS case 

manager per OAC 340:100-5-52; and 

(xi) an annual report of the provider's overall Family Training program, including 

statistical information about members served, their satisfaction with services, trends 

observed, changes made in the program and program, recommendations must be 

submitted to the DDS programs manager for Family Training on an annual basis. 

(5) Family counseling. 

(A) Minimum qualifications.  Counseling providers must hold current licensure as 

clinical social workers, psychologists, licensed professional counselors (LPC), or 

licensed marriage and family therapists (LMFT). 

(B) Description of services.  Family counseling offered to members and his or her 

natural, adoptive, or foster family members, helps to develop and maintain healthy, 

stable relationships among all family members. 

(i) Emphasis is placed on the acquisition of coping skills by building upon family 

strengths. 



 

 

(ii) Knowledge and skills gained through family counseling services increase the 

likelihood the member remains in or returns to his or her own home. 

(iii) All family counseling needs are documented in the member's Plan. 

(iv) Services are rendered in any confidential setting where the member/family 

member or family resides or the provider conducts business. 

(C) Coverage limitations.  Coverage limitations for family counseling are: outlined in 

(i) and (ii) of this subparagraph. 

(i) individual family counseling; unit: 15 minutes; limitation: 400 units per Plan of 

Care year; and 

(ii) group, six person maximum, family counseling; unit: 30 minutes; limitation: 

225 units per Plan of Care year. 

(i) Individual counseling is accounted for in units of 15 minutes with a limitation of 

400 units per POC year. 

(ii) Group counseling, with a six (6) person maximum, is accounted for in units of 

30 minutes with a limitation of 225 units per POC year. 

(D) Documentation requirements.  Providers must maintain documentation fully 

disclosing the extent of services furnished that specifies: 

(i) theThe service date; 

(ii) theThe start and stop time for each session; 

(iii) theThe signature of the therapist; 

(iv) theThe credentials of the therapist; 

(v) theThe specific issues addressed; 

(vi) theThe methods used to address issues; 

(vii) theThe progress made toward resolving issues and meeting outcomes; 

(viii) theThe member's response to the session or intervention; and 

(ix) anyAny new issue identified during the session. 

(E) Reporting requirements.  Progress reports for each member served must be 

submitted to the DDS case manager per OAC 340:100-5-52.   

(6) Specialized medical supplies.  Specialized medical supplies are provided per OAC 

317:40-5-104. 

 

Part 43.  Agency Companion, Specialized Foster Care, Daily Living Supports, Group 

Homes, and Community Transition Services 

 

317:30-5-422.  Description of services 

Residential supports include: 

(1) agencyAgency companion services (ACS) per Oklahoma Administrative Code 

(OAC)317:40-5; 

(2) specializedSpecialized foster care (SFC) per OAC 317:40-5; 

(3) dailyDaily living supports (DLS): 

(A) Community Waiver per OAC 317:40-5-150; and 

(B) Homeward Bound Waiver per OAC 317:40-5-153; 

(4) groupGroup home services provided per OAC 317:40-5-152; and 

(5) Extensive residential supports per OAC 317:40-5-154; and 

(5) community(6) Community transition services (CTS). 



 

 

(A) Minimum qualifications.Minimum qualifications.  The provider must enter into 

contractual agreements with the Oklahoma Health Care Authority (OHCA) to provide 

ACS, habilitation training specialist (HTS) services, or DLS, in addition to a contract to 

provide CTS. 

(B) Description of services.Description of services.  CTS is a one-time setup expense 

for members transitioning from an intermediate care facility for individuals with 

intellectual disabilities (ICF/IID) or provider-operated residential setting to the 

member's own home or apartment.  The cost per member of CTS cannot exceed 

limitations set forth by OHCA.  The member's name must be on the lease, deed or rental 

agreement.  CTS: 

(i) areAre furnished only when the member is unable to meet such expense and 

must be documented in the member's Individual Plan (IP); 

(ii) includeInclude security deposits, essential furnishings, such as major 

appliances, dining table/chairstable and chairs, bedroom set, sofa, chair, window 

coverings, kitchen pots/panspots and pans, dishes, eating utensils, bed/bathbed and 

bath linens, kitchen dish towel/potholderstowel and potholders, a one month supply 

of laundry/cleaninglaundry and cleaning products, and setup fees or deposits for 

initiating utility service, including phone, electricity, gas, and water.  CTS also 

includes moving expenses, services/items services and items necessary for the 

member's health and safety, such as pest eradication, allergen control, a one-time 

cleaning prior to occupancy, flashlight, smoke detector, carbon monoxide detector, 

first aid kit, fire extinguisher, and a tempering valve or other anti-scald device 

when determined by the Personal Support Team necessary to ensure the member's 

safety; and 

(iii) doesDo not include: 

(I) recreationalRecreational items, such as television, cable, satellite, internet, 

video cassette recorder (VCR), digital video disc (DVD) player, compact disc 

(CD) player, MP3 player, gaming system, cell phone or computer used 

primarily as a diversion or recreation; 

(II) monthlyMonthly rental or mortgage expenses; 

(III) food;Food; 

(IV) personalPersonal hygiene items; 

(V) disposableDisposable items, such as paper plates/napkins plates and 

napkins, plastic utensils, disposable food storage bags, aluminum foil, and 

plastic wrap; 

(VI) itemsItems that are considered decorative, such as rugs, pictures, bread 

box, canisters, or a clock; 

(VII) anyAny item not considered an essential, one-time expense; or 

(VIII) regularRegular ongoing utility charges;  

(iv) priorPrior approval for exceptions and/or and questions regarding eligible 

items and/orand expenditures are directed to the programs manager for community 

transition services at Oklahoma Human Services Developmental Disabilities 

Services DHS DDS state officeState Office;  

(v) authorizations are issued for the date a member transitions; 

(vi) mayMay only be authorized for members approved for the Community 

Waiver; and  



 

 

(vii) may(vii) May not be authorized for items purchased more than 30Thursday 

(30) calendar days after the date of transition. 

 

PART 55.  RESPITE CARE 

 

317:30-5-515.  Respite in Home and Community-Based Services (HCBS) Waivers for 

persons with an intellectual disability or certain persons with related conditions 

(a) The Oklahoma Health Care Authority(OHCA) administers Home and Community-Based 

Services (HCBS)HCBS Waivers for persons with an intellectual disability or certain persons 

with related conditions that are operated by the Oklahoma Department of Human Services 

(OKDHS) Developmental Disabilities Services Division(DDS).  Each waiver allows payment for 

respite care as defined in the waiver approved by the Centers for Medicare and Medicaid 

Services.   

(b) Respite providers enter into contractual agreements with the OHCA to provide HCBS 

services for persons with an intellectual disability or related conditions. 

(c) Respite care is included in the member's Individual Plan (Plan).  Arrangements for this 

service are made through the member's DDS case manager. 

(d) Respite care is: 

(1) Available to eligible members not receiving daily living supports or group home services 

and who are unable to care for themselves; and 

(2) Furnished on a short-term basis due to the absence or need for relief of those persons 

normally providing the care, and includes: 

(A) Daily respite provided in a group home. 

(i) Group homes providing respite must be licensed per Oklahoma Administrative 

Code (OAC) 340:100-6. 

(ii) Respite care provided in a group home is authorized as respite at the applicable 

group home rate as identified in the member's Plan; and 

(B) Daily respite provided in an agency companion services (ACS) home. 

(i) Respite must be approved in accordance with the home profile process, per 

OAC 317:40-5-40, and required training, per OAC 340:100-3-38. 

(ii) Respite provided in an ACS home is authorized as respite at the applicable level 

of support per OAC 317:40-5-3. 

(iii) Respite providers are limited to providing 52-calendar days of respite per year 

when they concurrently provide ACS.  Exceptions may be made by the DDS 

director or designee; and 

(C) Daily respite provided in a specialized foster care (SFC) home, member's home, or 

any other approved community site. 

(i) Respite must be approved in accordance with the home profile process, per 

OAC 317:40-5-40, and required training, per OAC 340-100-3-38. 

(ii) Respite provided in a SFC or any other approved home other than ACS or a 

group home is authorized as respite at the applicable rate as identified in the 

member's Plan. 

(iii) The respite provider is at least eighteen (18) years of age. 

(3) Not available to members in OKDHS custody and in an out-of-home placement funded 

by OKDHS Child Welfare Services; and 



 

 

(4) Limited to thirty (30) calendar days or 720 hours annually per member, exceptions may 

be made by the DDS director or designee; 

(e) Payment is not made for daily respite care and SFC or ACS for the same member on the same 

date of service. 

 

317:30-5-516.  Coverage [REVOKED] 

All respite care must be included in the member's Individual Plan (IP).  Arrangements for this 

service must be made through the member's case manager. 

 

317:30-5-517.  Description of services [REVOKED] 

Respite care is: 

(1) available to eligible members not receiving daily living supports or group home services 

and who are unable to care for themselves; and 

(2) furnished on a short-term basis due to the absence or need for relief of those persons 

normally providing the care, and includes: 

(A) homemaker respite per OAC 317:30-5-535 through 317:30-5-538; 

(B) daily respite provided in a group home. 

(i) Group homes providing respite must be licensed per OAC 340:100-6. 

(ii) Respite care provided in a group home is authorized as respite at the applicable 

group home rate as identified in the member's Plan of Care; 

(C) daily respite provided in an agency companion services (ACS) home. 

(i) Respite must be approved in accordance with the home profile process, per 

OAC 317:40-5-40, and required training, per OAC 340:100-3-38. 

(ii) Respite provided in an ACS home is authorized as respite at the applicable level 

of support per OAC 317:40-5-3. 

(iii) Respite providers are limited to providing 52 days of respite per year when 

they concurrently provide ACS; and 

(D) daily respite provided in any other approved home.  Respite: 

(i) must be approved in accordance with the home profile process, per OAC 

317:40-5-40, and required training, per OAC 340-100-3-38; 

(ii) is based on the member's needs and includes: 

(I) maximum supervision - for members with extensive needs; 

(II) close supervision - for members with moderate needs; and 

(III) intermittent supervision - for members with minimum needs; and 

(iii) providers must: 

(I) pass a background investigation per OAC 317:40-5-40 and OAC 340:100-

3-39; and 

(II) be at least 18 years of age. 

 

317:30-5-518.  Coverage limitations [REVOKED] 

(a) Payment is not made for daily respite care and specialized foster care or agency companion 

services (ACS) for the same member on the same date of service. 

(b) Respite care: 

(1) is not available to members in Oklahoma Department of Human Services (DHS) custody 

or in out-of-home placement funded by DHS Child Welfare Services; and 



 

 

(2) for members not receiving ACS, is limited to 30 days or 720 hours annually per member, 

except as approved by the DHS Developmental Disabilities Services director and authorized 

in the member's Plan of Care; or 

(3) for members receiving ACS, is limited per Oklahoma Administrative Code 317:40-5-3. 

 

PART 59.  HOMEMAKER SERVICES 

 

317:30-5-535.  Homemaker Service in Home and Community-Based Services (HCBS) 

Waiver for persons with an intellectual disability or certain persons with related conditions 

(a) Introduction to waiver services.  The Oklahoma Health Care Authority (OHCA) 

administers Home and Community-Based Services (HCBS) Waivers for persons with an 

intellectual disability or certain persons with related conditions that are operated by the 

Oklahoma Department of Human Services (OKDHS) Developmental Disabilities Services 

(DDS) Division.  Each waiver allows payment for homemaker or homemaker respite services 

service as defined in the waiver approved by the Centers for Medicare and Medicaid Services. 

(b) Eligible providers.  All homemakerHomemaker services providers must enter into 

contractual agreements with the OHCA to provide HCBS for persons with an intellectual 

disability or related conditions. 

(1) Providers must complete the OKDHS DDS sanctioned training per Oklahoma 

Administrative Code 340:100-3-38. 

(2) Homemaker service is included in the member's Individual Plan (Plan).  Arrangements 

for this service must be made through the member's DDS case manager. 

(3) Homemaker service includes general household activities, such as meal preparation and 

routine household care when the regular caregiver responsible for these activities is 

temporarily absent or unable to manage the home and care for others in the home. 

(4) Limits are specified in the member's Plan. 

 

317:30-5-536.  Coverage [REVOKED] 

All homemaker or homemaker respite services must be included in the member's Individual 

Plan (IP).  Arrangements for care under this program must be made with the member's case 

manager. 

 

317:30-5-537.  Description of services [REVOKED] 

Homemaker services include: 

(1) Minimum qualifications.  Providers must complete the Oklahoma Department of 

Human Services (OKDHS) Developmental Disabilities Services Division (DDSD) 

sanctioned training curriculum in accordance with the schedule authorized by DDSD per 

OAC 340:100-3-38. 

(2) Description of services. 

(A) Homemaker services include general household activities, such as meal preparation 

and routine household care provided by a homemaker who is trained, when the regular 

caregiver responsible for these activities is temporarily absent or unable to manage the 

home and care for others in the home.  Homemakers can help members with activities 

of daily living when needed. 



 

 

(B) Homemaker respite services may include respite services provided to members on a 

short-term basis due to the need for relief of the caregiver.  Services may be provided in 

any community setting as specified per the member's Individual Plan (IP). 

(3) Coverage limitations.  Limits are specified in member's IP.  Members who are in the 

custody of OKDHS and in out-of-home placement funded by OKDHS Children and Family 

Services Division are not eligible for respite care. 

 

 

 



 

 

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 40.  DEVELOPMENTAL DISABILITIES SERVICES 

 

SUBCHAPTER 1.  GENERAL PROVISIONS 

 

317:40-1-4.  Remote support (RS) 

(a) General Information.  RS services are intended to promote a member's independence.  RS 

services are provided in the member's home, family home, or employment site to reduce reliance 

on in person support while ensuring the member's health and safety.  RS services are included in 

the member's Individual Plan (Plan) and arrangements for this service are made through the case 

manager.  Authorization to provide RS must be obtained from the Developmental Disabilities 

Services (DDS) division director or designee. 

(1) RS services are:  

(A) Based on the member's needs as documented and supported by the Plan and Person-

Centered Assessment; 

(B) The least-restrictive option and the member's preferred method to meet an assessed 

need; 

(C) Provided when all adult members of the household; his or her guardians, when 

applicable; and Personal Support Team (Team) agree to the provision of RS services as 

documented in the Plan; and 

(D) Reviewed by the Team after sixty (60) calendar days of initial installation to 

determine continued appropriateness and approval of services. 

(2) RS services are not a system to provide surveillance or for staff convenience. 

(b) Service description.  RS is monitoring of an adult member; allowing for live, two-way 

communication with him or her in his or her residence or employment site, by monitoring staff 

using one or more of the systems in one (1) through eight (8) that are: of this subsection. 

(1) Live-video feed;. 

(2) Live-audio feed;. 

(3) Motion-sensing monitoring;. 

(4) Radio-frequency identification;. 

(5) Web-based monitoring;. 

(6) Personal Emergency Response System (PERS) ;. 

(7) Global positioning system (GPS) monitoring devices; or. 

(8) Any other device approved by the Developmental Disabilities Services (DDS)DDS 

director or designee. 

(c) General provider requirements.  RS service providers must have a valid Oklahoma Health 

Care Authority (OHCA) SoonerCare (Medicaid) provider agreement to provide agency-based RS 

services to Oklahoma Human Services (OKDHS) DDS Home-and-Community BasedHome and 

Community-Based Services (HCBS) Waiver members.  Requests for applications to provide RS 

are made to and approved by OKDHS DDS state officeState Office.   

(1) An assessment for RS Assessmentservices is completed: 

(A) Annually; 

(B) Prior to RS implementation; and 

(C) As required by ongoing progress and needs assessments. 

(2) Each member is required to identify at least two (2) emergency response staff.  The 

member's emergency response staff are documented in his or her Plan. 



 

 

(3) RS observation sites are not located in a member's residence. 

(4) The use of camera or video equipment in the member's bedroom or other private area is 

prohibited. 

(5) RS services are provided in real time by awake staff at a monitoring base using the 

appropriate connection, not by a recording.  While RS is provided the RS staff does not have 

duties other than remote supportsRS. 

(6) RS equipment used in the member's residence includes a visual indicator to the member 

that the system is on and operating. 

(7) RS provider agencies must immediately notify in writing, the member's residential 

provider agency, vocational provider agency, assigned DDS case manager, or guardian of 

activity in the household, who that could potentially compromise the member's health or 

safety. 

(8) Emergency response provider agency staff records are maintained, per Oklahoma 

Administrative Code (OAC) 340:100-3-40. 

(9) RS provider records are maintained for seven (7) calendar years or until any pending 

litigation involving the service recipient is completed, whichever occurs last and include at a 

minimum: 

(A) The member's name; 

(B) The staff's name who delivered the service; 

(C) Service dates; 

(D) Service begin and end times; 

(E) Provider's  location; 

(F) Description of services provided or observation note; 

(G) Method of contact with member; and 

(H) The member's current photograph. 

(10) RS providers must have: 

(A) Safeguards in place including, but not limited to: 

(i) A battery or generator to insure continued coverage during an electrical outage at 

the member's home and monitoring facility; 

(ii) Back-up procedures at the member's home and monitoring site for: 

(I) Prolonged power outage; 

(II) Fire; 

(III) Severe weather; and 

(IV) The member's personal emergency.; and 

(iii) The ability to receive alarm notifications, such as home security, smoke, or 

carbon monoxide at each residence monitored, as assessed by the teamTeam as 

necessary for health and safety.; and 

(B) Two-way audio communication allowing staff monitors to effectively interact with, 

and address the member's needs in each residence; 

(C) A secure Health Insurance Portability and Accountability Act (HIPAA)-compliant 

network system requiring data authentication, authorization, and encryption to ensure 

access to computer vision, audio, sensor, or written information is limited to authorized 

staff or teamTeam members per the Plan; 

(D) A current file for each member receiving RS services including: 

(i) The member's photograph; 

(ii) The member's Plan; 



 

 

(iii) The member's demographics; and 

(iv) Any other pertinent data to ensure the member's safety.; and 

(E) Capability to maintain all video and make it available to OKDHS staff upon request 

for a minimum of twelve (12) calendar months.  OKDHS may require an extended 

timeframe when necessary. 

(d) RS staff requirements.  RS staff: 

(1) May not have any assigned duties other than oversight and member support at the time 

they are monitoring; 

(2) Receive member specific training per the member's Plan prior to providing support to a 

member; 

(3) Assess urgent situations at a member's home or employment site and call 911 first when 

deemed necessary; then contact the member's residential provider agency or employment 

provider agency designated emergency response staff; or the member's natural support 

designated emergency response person while maintaining contact with the member until 

persons contacted or emergency response personnel arrive on site; 

(4) Implement the member's Plan as written by the Team and document the member's status 

at least hourly; 

(5) CompleteCompletes and submitsubmits incident reports, per OAC 340:100-3-34, unless 

emergency backup staff is engaged; 

(6) ProvideProvides simultaneous support to no more than sixteen (16)thirty (30) members; 

(7) AreIs eighteen (18) years of age and older; and 

(8) AreIs employed by an approved RS agency. 

(e) Emergency response requirement. 

(1) Emergency response staff areis employed by a provider agency with a valid OHCA 

SoonerCare (Medicaid) provider agreement to provide residential services, vocational 

services or habilitation training specialist (HTS) services to OKDHS/DDSOKDHS DDS 

HCBS Waiver members and: 

(A) May not have any assigned duties other than oversight and support of members at the 

time they are assigned as response staff; 

(B) ReceiveReceives all trainings required, per OAC 340:100-3-38.1, for members in 

residential settings; OAC 340:100-3-38.2 for members in employment settings; or OAC 

340:100-3-38.3, for members in non-residential settings per the Plan prior to providing 

support; 

(C) ProvideProvides a response on site at the member’s residence or employment site 

within twenty (20) minutes when contacted by RS staff unless a shorter timeframe is 

indicated in the member's Plan; 

(D) HaveHas an on-call back-up person who responds when the primary response staff 

engaged at another home or employment site is unable to respond within the specified 

time frame; 

(E) ProvideProvides written or verbal acknowledgement of a request for assistance from 

the RS staff; 

(F) CompleteCompletes and document emergency drills with the member quarterly when 

services are provided in the member's home; 

(G) ImplementImplements the Plan as written and document each time they are contacted 

to respond, including the nature of the intervention and the duration; 

(H) CompleteCompletes incident reports, per OAC 340:100-3-34; and 



 

 

(I) AreIs eighteen (18) years of age and older. 

(2) Natural emergency response persons: 

(A) Are unpaid family members or other interested parties who agree to become, and are 

approved as, an emergency response person by the member’s Team; 

(B) Are available to respond in the case of an emergency within twenty (20) minutes from 

the time they are contacted by RS staff, unless a shorter response time is indicated in the 

Plan; 

(C) Have an on-call back-up person who responds when the primary response staff is 

unable to respond within the specified time frame; 

(D) Provide written or verbal acknowledgement of a request for assistance from the 

remote supportsRS staff; and 

(E) Are eighteen (18) years of age and older. 

(f) Service limitations.  RS is limited to twenty-four (24) hours per day.  RS is not provided 

simultaneously with HTS services, homemaker services, agency companion services, group home 

services, specialized foster care, respite, intensive personal supports services, daily living supports, 

per OAC 340:100-5-22.1, or employment services, per OAC 340:100-17 group job coaching, or 

where foster care is provided to children.  RS can be provided in conjunction with daily living 

supports, individual job coaching, employment stabilization services, and center and community 

based servicesmay not be provided to members receiving specialized foster care or agency 

companion services, per OAC 340:100-5.22.1, or group home services, per OAC 340:100-6. 

 (1) Services not covered include, but are not limited to: 

(A) Direct care staff monitoring; 

(B) Services to persons under the age of eighteen (18); or 

(C) Services provided in any setting other than the member's primary residence or 

employment site. 

(2) RS services are shared among OKDHS/DDSOKDHS DDS Waiver members of the same 

household in a residential setting.  RS provider agencies may only bill for one (1) member of 

a household at a time.  Only one (1) remote supportsRS provider per household;. 

(3) Assistive technology purchases are authorized, per OAC 317:40-5-100. 

(g) RS Discontinuation.  The member and his or her Team determine when it is appropriate to 

discontinue RS services.  When RS services are terminated, the RS provider agency coordinates 

termination of service with the member's residential provider agency or vocational provider agency 

and Team to ensure a safe transition.  When a member requests the termination of RS services 

while RS is being provided, the RS staff RS services can be discontinued: 

(1) Notifies the provider to request an emergency response staff; 

(2) Leaves the system operating until the emergency response staff arrives; and 

(3) Turns off the system once relieved by the emergency response staff. 

(1) When the member and member's Team determine it is appropriate to discontinue RS 

services.  When RS services are terminated, the RS provider agency coordinates termination 

of service with the member's residential or vocational provider agency and Team to ensure a 

safe transition.  When a member requests the termination of RS services while RS is being 

provided, the RS staff: 

(A) Notifies the provider to request an emergency response staff; 

(B) Leaves the system operating until the emergency response staff arrives; and 

(C) Turns off the system once relieved by the emergency response staff; or 



 

 

(2) At the discretion of the RS provider when services do not meet the health or behavioral 

needs of the individual. 

(A) A thirty (30) calendar day termination notice must be provided to the member and 

the Team prior to discontinuing services so alternative services can be arranged.  

(B) Services must continue to be provided to the service recipient until the Team 

confirms all essential services are in place. 

 

SUBCHAPTER 5.  MEMBER SERVICES 

 

PART 1.  AGENCY COMPANION SERVICES 

 

317:40-5-3.  Agency companion services (ACS) 

(a) ACS are:  

(1) Provided by agencies that have a provider agreement with the Oklahoma Health Care 

Authority (OHCA);  

(2) Provider Agency independent contractors and provide a shared living arrangement 

developed to meet the member's specific needs that include supervision, supportive assistance, 

and training in daily living skills, and integrates the member into the shared experiences of a 

family in a home owned or rented by the companion;  

(3) Available to members eighteen (18) years of age or older who are eligible for services 

through Community or Homeward Bound Waivers.  Persons under eighteen (18) years of age 

may be served with approval from the Oklahoma Department of Human Services (OKDHS) 

Developmental Disabilities Services (DDS) director or designee; and 

(4) Based on the member's need for residential services, per Oklahoma Administrative Code 

(OAC) 340:100-5-22, and support as described in the member's Individual Plan (Plan), per 

OAC 340:100-5-50 through 340:100-5-58.   

(b) An agency companion:Households are limited to one (1) individual companion provider.  

Exceptions for two individual companion providers are allowed in a household when each provides 

companion services to different members.  Exceptions may be approved by the DDS director or 

designee.  Agency companions may not simultaneously serve more than four (4) members through 

any combination of companion or respite services. An agency companion:  

(1) Must haveHas an approved home profile, per OAC 317:40-5-3, and contract with a DDS-

approved provider agency;  

(2) May provide companion services for one (1) member.  Exceptions to serve as companion 

for two (2) members may be approved by the DDS director or designee.  Exceptions for up to 

two (2) members may be approved when members have an existing relationship and to 

separate them would be detrimental to their well beingwell-being and the companion 

demonstrates the skill and ability required to serve as companion for two (2) members.  

Exceptions for additional members may be granted when the DDS director or designee 

determines an emergency situation exists and there is no other resolution, and the companion 

demonstrates the skill and ability required to serve as a companion.; 

(3) Household is limited to one (1) individual companion provider.  Exceptions for two (2) 

individual companion providers in a household who each provide companion services to 

different members may be approved by the DDS director or designee;  

(4) (3) May not provide companion services to more than two (2) household members at any 

time; and 



 

 

(5) Household may not simultaneously serve more than four (4) members through any 

combination of companion or respite services.   

(6)(4) May not have employment, volunteer activities, or personal commitments that prevent 

the companion from fulfilling his or her responsibilities to the member, per OAC 317:40-5.   

(A) The companion may have employment when:  

(i) Employment is approved in advance by the DDS area residential services program 

programs manager;  

(ii) Companion'sThe companion's employment does not require on-call duties and 

occurs during time the member is engaged in outside activities such as school, 

employment or other routine scheduled meaningful activities; and  

(iii) Companion provides assuranceThe companion ensures the employment is such 

that the member's needs will beare met by the companion shouldif the member's 

outside activities beare disrupted.   

(B) If, after receiving approval for employment, authorized DDS staff determines the 

employment interferes with the care, training, or supervision needed by the member, the 

companion must terminate, within thirty (30) calendar days:  

(i) His or her employment; or  

(ii) His or her contract as an agency companion.   

(C) Homemaker, habilitation training specialist, and respite services are not provided for 

the companion to maintain employment.   

(c) Each member may receive up to sixty (60) calendar days per year of therapeutic leave without 

reduction in the agency companion's payment.   

(1) Therapeutic leave:  

(A) Is a SoonerCare (Medicaid) payment made to the contract provider to enable the 

member to retain services; and  

(B) Is claimed when the:  

(i) Member does not receive ACS for twenty-four (24) consecutive hours due to:  

(I) A visit with family or friends without the companion;  

(II) Vacation without the companion; or  

(III) Hospitalization regardless of whether the companion is present; or  

(ii) Companion uses authorized respite time; and 

(C) Is limited to no more than fourteen (14) consecutive, calendar days per event, not to 

exceed sixty (60) calendar days per Plan of Care (POC) year; and  

(D) Cannot be carried over from one (1) POC year to the next.   

(2) The therapeutic leave daily rate is the same amount as the ACS per diem rate.   

(3) The provider agency pays the agency companion the payment he or she would earn if the 

member were not on therapeutic leave.   

(d) The companion may receive a combination of hourly or daily respite per POC year equal to 

seven-hundred and twenty (720) hours.   

(1) The daily respite rate is used when respite is provided for a full twenty-four (24) hour 

day.  A day is defined as the period between 12:00 am and 11:59 pm. 

(2) The hourly respite rate is used when respite is provided for a partial day. 

(3) The provider may serve more than one (1) member through shared staffing, but may not 

bill HTS or the hourly respite rate for multiple members at the same time. 

(e) Habilitation Training Specialisttraining specialist (HTS) services:  



 

 

(1) May be approved by the DDS director or designee when providing ACS with additional 

support represents the most cost-effective placement for the member when there is an ongoing 

pattern of the member not:  

(A) Sleeping at night; or  

(B) Working or attending employment, educational, or day services; and 

(2) May be approved when a time-limited situation exists in which the companion provider is 

unable to provide ACS, and the provision of HTS will maintainmaintains the placement or 

provideprovides needed stability for the member, and must be reduced when the situation 

changes;  

(3) Must be reviewed annually or more frequently as needed, which includes a change in 

agencies or individual companion providers; and  

(4) Must be documented by the Personal Support Team (Team) and the Team must continue 

efforts to resolve the need for HTS.   

(f) The contractor model does not include funding for the provider agency for the provision of 

benefits to the companion.   

(g) The agency receives a daily rate based on the member's level of support.  Levels of support for 

the member and corresponding payment are:  

(1) Determined by authorized DDS staff per levels described in (A) through(D); andOAC 

317:40-5-3(g)(2)(A) through (C); and 

(2) Re-evaluated when the member has a change in agencyindividual companion providers 

that includes a change in individual companion providers.   

(A) Intermittent level of support.  Intermittent level of support is authorized when the 

member: 

(i) Requires minimal physical assistance with basic daily living skills, such as 

bathing, dressing, and eating; 

(ii) May be able to spend short periods of time unsupervised inside and outside the 

home; and 

(iii) Requires assistance with medication administration, money management, 

shopping, housekeeping, meal preparation, scheduling appointments, arranging 

transportation or other activities. 

(B)(A) Close level of support.  Close level of support is authorized when the member 

requires the level of assistance outlined in (g)(2)(A) and assistance in at least two (2) of 

the following:services in (i) through (iii) of this subparagraph. 

(i) Regular frequent, and sometimes constant physical assistance and support to 

completeMinimal to extensive assistance to complete daily living skills, such as 

bathing, dressing, eating, and toileting;.  

(ii) Extensive assistance with medication administration, money management, 

shopping, housekeeping, meal preparation, scheduling appointments, arranging 

transportation or other activities; or.  

(iii) Assistance with health, medication, or behavior interventions that may include 

the need for specialized training, equipment, and diet.   

(C)(B) Enhanced level of support.  Enhanced level of support is authorized when the 

member requires the level of assistance outlined in (g)(2)(B)(A) and meets at least one 

(1) of the followingcriteria in (i) through (iii) of this subparagraph.  The member:  

(i) Is totally dependent on others for:  



 

 

(I) Completion of daily living skills, such as bathing, dressing, eating, and 

toileting; and  

(II) Medication administration, money management, shopping, housekeeping, 

meal preparation, scheduling appointments, and arranging transportation or 

other activities; or  

(ii) Demonstrates ongoing complex medical issues requiring specialized training 

courses, per OAC 340:100-5-26; or  

(iii) Has behavioral issues that requiresrequire a protective intervention protocol 

(PIP) with a restrictive or intrusive procedure, per OAC 340:100-1-2.  The PIP must:  

(I) Be approved by the Statewide Human Rights Behavior Review Committee 

(SHRBRC), per OAC 340:100-3-14; or  

(II) Have received expeditedtemporary approval, per OAC 340:100-5-57;.  

(iv) Meets the requirements of (g)(2)(C)(i) through (ivii); and does not have an 

available personal support system.  The need for this service level:  

(I) Must be identified by the grand staffing committee, per OAC 340:75-8-40; 

and  

(II) Requires the provider to market, recruit, screen, and train potential 

companions for the member identified. 

(D)(C) Pervasive level of support.  Pervasive level of support requires the level of 

assistance outlined in (g)(2)(C), and is authorized when the member is in OKDHS Child 

Welfare Services custody and efforts to place in traditional foster care have failed due to 

the extensive level of support required by the member.  It is reevaluated only when the 

member is eighteen (18) years of age or older and his or her individual companion 

provider changes. 

(i) This level of support may continue to be authorized when the member requires: 

(I) The level of assistance outlined in (g)(2)(B); and 

(II) Additional professional level support to remain in an agency companion 

setting due to pervasive behavioral or emotional challenges. 

(i)(ii) Requires additional professional level support to remain in an agency 

companion setting due to pervasive behavioral or emotional challenges.  The support 

must be providedProviders of this level of support:  

(I) ByDeliver direct support to the companion by a licensed or certified 

behavioral health professional counselor (LPC) or professional with a minimum 

of Masters of Social Work (MSW) degreea master’s degree; and  

(II) As ongoingProvide ongoing support and training to the companion, offering 

best practice approaches in dealing with specific members; and  

(III) AsProvide professional level and ongoing support as part of the ACS and 

not billed as a separate service.  Waiver services may be authorized for the 

development of a PIP, per OAC 340:100-5-57; and  

(IV) Market, recruit, screen, and train potential companions for the identified 

member. 

(ii) Does not have an available personal support system.  The need for this service 

level:  

(I) Must be identified by the grand staffing committee, per OAC 340:75-8-40; 

and  



 

 

(II) Requires the provider to market, recruit, screen, and train potential 

companions for the member identified. 

(h) Authorization for payment of ACS is contingent upon receipt of:  

(1) The applicant's approval letter authorizing ACS for the identified member;  

(2) An approved relief and emergency back-up plan addressing a back-up location and 

provider;  

(3) The Plan;  

(4) The POC; and  

(5) The date the member is scheduled to move to the companionscompanion's home.  When 

a member transitions from a DDS placement funded by a pier diem the incoming provider 

may request eight (8) hours of HTS for the first day of service.   

(i) The Plan reflects the amount of room and board the member pays to the companion.  The 

provider must use the room and board reimbursement payment to meet the member's needs.  Items 

purchased with the room and board reimbursement payment include housing and food.   

(j) The room and board payment may include all but one-hundred and fifty dollars ($150) per 

month of the service recipient'smember's income, up to a maximum of ninety (90) percent of the 

current minimum Supplemental Security Income (SSI) payment for a single individual. 

 

PART 5.  SPECIALIZED FOSTER CARE STANDARDS 

 

317:40-5-50.  Purpose of Specialized Foster Care Scope(SFC) 

(a) Specialized Foster Care (SFC)SFC provides up to 24twenty-four (24) hours per day of in-home 

residential habilitation services funded through the Community Waiver or the Homeward Bound 

Waiver.  SFC serves individuals ages three (3) years of age and older.  SFC provides an 

individualized living arrangement in a family setting including up to 24twenty-four (24) hours per 

day of supervision, supportive assistance, and training in daily living skills. 

(b) SFC is provided in a setting that best meets the member's specialized needs of the service 

recipient. 

(c) Members in SFC have a written plan that addresses visitation, reunification, or permanency 

planning, and which may also address guardianship as the member approaches eighteen (18) years 

of age. 

(d) As per the requirements in (1) through (4) of this subsection, SFC providers: 

(1) Are approved through the home profile process described in Oklahoma Administrative 

Code (OAC) 317:40-5-40; 

(2) Have a current Home and Community-Based Services (HCBS) Waiver contract with the 

Oklahoma Health Care Authority; and 

(3) Have a current Fixed Rate Foster Home Contract for room and board reimbursement with 

Developmental Disabilities Services (DDS) when: 

(A) The SFC member is a child; or 

(B) Required by the adult member'sSFC recipient's Personal Support Team (Team). 

(e) A child in Oklahoma Human Services (OKDHS) or tribal custody who is determined eligible 

for HCBS Waiver services, per OAC 317:40-1-1, is eligible to receive SFC services if the child's 

special needs cannot be met in a Child Welfare Services (CWS) foster home. 

(1) SFC provides a temporary, stable, nurturing, and safe home environment for the child 

while OKDHS plans for reunification with the child's family. 



 

 

(2) In the event reunification is not achievable, SFC may be provided on a long-term basis 

while other more permanent living arrangements are sought. 

(3) When the court has established a specific visitation plan, the CWS specialist informs the 

SFC provider, the member, the DDS case manager, and the natural family of the visitation 

plan. 

(A) The SFC provider cooperates with the visitation plan between the child and family as 

prescribed by the court or the member's Team. 

(B) The reunification effort is the joint responsibility of the: 

(i) CWS worker; 

(ii) DDS case manager; 

(iii) Natural family; and 

(iv) SFC family. 

(C) For children in OKDHS custody, CWS and DDS work together to determine the need 

for guardianship.  When it has been established that a legal guardian is in the child's best 

interest, both programs work together to locate a guardian. 

(f) SFC is a temporary service provided to children who are not in OKDHS custody when SFC 

services are needed to prevent institutionalization. 

(1) SFC intent is to allow the member's family relief that cannot be satisfied by respite services 

provisions or other in-home supportsSFC is intended to allow relief for the member's family 

that cannot be satisfied by respite services provisions or other in-home supports. 

(2) SFC provides a nurturing, substitute home environment for the member while plans are 

made to reunify the family. 

(3) Visitation with the family is a part of the reunification efforts for non-custody children.  

Visitation must not be intrusive to the SFC home. 

(4) Parents of a child receiving SFC services must comply with the requirements listed in (A) 

through (D) of this paragraph. 

(A) Natural or adoptive parents retain the responsibility for their child's ongoing 

involvement and support while the child is in SFC. 

(i) The parents are required to sign a written agreement allowing OKDHS to serve 

as the representative payee for the child's Social Security Administration (SSA) 

benefits, other government benefits, and court-authorized child support. 

(ii) SSA and other government benefits, and child support are used to pay for room 

and board.   HCBS services do not pay for room and board maintenance. 

(B) Parental responsibilities of a child receiving voluntary SFC are to: 

(i) Provide respite to the SFC provider; 

(ii) Provide transportation to and from parental visitation; 

(iii) Provide a financial contribution toward their child's support; 

(iv) Provide in kind supports, such as disposable undergarments, if needed, clothing, 

recreation, birthday and holiday presents, school supplies, and allowances or 

personal spending money; 

(v) Follow the visitation plan as outlined by the member's Team, per OAC 317:40-

5-52; 

(vi) Maintain ongoing communication with the member and SFC provider by letters, 

telephone calls, video conferencing, or email; 

(vii) Be available in an emergency; 

(viii) Work toward reunification when appropriate; 



 

 

(ix) Provide written consent for medical treatments as appropriate; 

(x) Attend medical appointments, when possible, and keep informed of the member's 

health status; 

(xi) Participate in the member's education plan per Oklahoma State Department of 

Education regulations; and 

(xii) Be present for all Team meetings. 

(C) When moving out of Oklahoma, parents of a child receiving voluntary SFC are 

responsible for taking their minor child with them, since the child is no longer eligible for 

services because he or she is no longer an Oklahoma resident. 

(D) For children eighteen (18) years of age and younger, the case manager reports to 

CWS if the family moves out of Oklahoma without taking their child with them or if the 

family cannot be located. 

(g) SFC is an appropriate living arrangement for many adults.  The decision to use SFC for an 

adult is based on the member's need for residential support as described in the member's Individual 

Plan (Plan). 

(1) In general, SFC is appropriate for members who have not experienced family life.  A child 

served in SFC may continue to receive services in the home indefinitely after turning 

18eighteen (18) years of age. 

(2) The member who receives SFC services lives in the provider's home. 

(3) Visitation with the adult member's family is encouraged and arranged according to the 

member's preference.    Visitation is not intrusive to the SFC home. 

(h) When natural or other unpaid supports are not available, the SFC provider may request respite 

support. 

(1) Respite units do not replace the responsibilities of the SFC provider on a regular basis. 

(2) All respite units must be justified in the member's Plan process. 

(3) No more than seven-hundred and twenty (720) hours annually may be authorized unless 

approved by the DDS director or designee. 

(A) The daily respite rate is used when respite is provided for a full twenty-four (24) hour 

day.  A day is defined as the period between 12:00 a.m. and 11:59 p.m.. 

(B) The hourly respite rate is used when respite is provided for a partial day. 

(C) The provider may serve more than one (1) member through shared staffing, but may 

not bill habilitation training specialist (HTS) services or the hourly respite rate for 

multiple members at the same time. 

(4) No spouse or other adult living in the provider household may serve as paid respite staff. 

(5) Consideration is given to authorizing additional respite hours when providing additional 

relief represents the most cost-effective placement for the member and: 

(A) There are multiple members living in the home; 

(B) The member has an on-going pattern of not sleeping at night; or 

(C) The member has an on-going pattern of not working or attending employment 

services, in spite of continuing efforts by the Team. 

(i) HTS services may be approved by the DDS director or designee when providing SFC with 

additional staffing support represents the most cost-effective placement for the member when: 

(1) There is an ongoing pattern of not sleeping at night; or 

(2) There is an ongoing pattern of not working or attending employment, educational, or day 

services; 

(3) There are multiple members living in the home; 



 

 

(4) A time-limited situation exists in which the foster parent is unable to provide SFC, and the 

provision of HTS maintains the placement or provides needed stability for the member, and 

must be reduced when the situation changes; 

(5) Must be reviewed annually or more frequently as needed; and 

(6) Must be documented by the Team and the Team must continue efforts to resolve the need 

for HTS. 

(j) A member may receive therapeutic leave for no more than fourteen (14) consecutive days per 

event, not to exceed sixty (60) calendar days per Plan of Care year. 

(1) The payment for a day of therapeutic leave is the same amount as the per diem rate for 

SFC services. 

(2) Therapeutic leave is claimed when the member does not receive SFC services for twenty-

four (24) consecutive hours from 12:00 am to 11:59 pm because of: 

(A) A visit with family or friends without the SFC provider; 

(B) Vacation without the SFC provider; or 

(C) Hospitalization. 

 

317:40-5-60.  Relief support for providers of Specialized Foster Care [REVOKED] 

When natural or other unpaid supports are not available, the Specialized Foster Care (SFC) 

provider may request relief support. 

(1) Relief units do not replace the responsibilities of the SFC provider on a regular basis. 

(2) All relief units must be justified in the service recipient's Plan process. 

(3) No more than 720 hours annually may be authorized unless approved by the 

Developmental Disabilities Services Division director or designee. 

(4) No spouse or other adult living in the provider household may serve as paid relief staff. 

(5) Consideration is given to authorizing additional relief hours when providing additional 

relief represents the most cost-effective placement for the service recipient and: 

(A) there are multiple service recipients living in the home; 

(B) the service recipient has an on-going pattern of not sleeping at night; or 

(C) the service recipient has an on-going pattern of not working or attending employment 

services, in spite of continuing efforts by the Team. 

 

PART 9.  SERVICE PROVISIONS 

 

317:40-5-100.  Assistive technology (AT) devices and services  

(a) Applicability.  This Section applies to AT services and devices authorized by Oklahoma 

Department of Human Services OKDHS(OKDHS) Developmental Disabilities Services (DDS) 

through Home and Community BasedCommunity-Based Services (HCBS) Waivers.   

(b) General information.   

(1) AT devices include the purchase, rental, customization, maintenance, and repair of 

devices, controls, and appliances.  AT devices include:  

(A) Visual alarms;  

(B) Telecommunication devices (TDDS);  

(C) Telephone amplifying devices;  

(D) Devices for the protection of health and safety of members who are deaf or hard of 

hearing;  

(E) Tape recorders;  



 

 

(F) Talking calculators;  

(G) Specialized lamps;  

(H) Magnifiers;  

(I) Braille writers;  

(J) Braille paper;  

(K) Talking computerized devices;  

(L) Devices for the protection of health and safety of members who are blind or visually 

impaired;  

(M) Augmentative and alternative communication devices including language board and 

electronic communication devices;  

(N) Competence-based cause and effect systems, such as switches; 

(O) Mobility and positioning devices including:  

(i) Wheelchairs;  

(ii) Travel chairs;  

(iii) Walkers;  

(iv) Positioning systems;  

(v) Ramps;  

(vi) Seating systems;  

(vii) Standers;  

(viii) Lifts;  

(ix) Bathing equipment;  

(x) Specialized beds; and  

(xi) Specialized chairs; and 

(P) Orthotic and prosthetic devices, including:  

(i) Braces; 

(ii) Precribed modified shoes; and  

(iii) Splints; and 

(Q) Environmental controls or devices;  

(R) Items necessary for life support, and devices necessary for the proper functioning of 

such items, including durable and non-durable medical equipment not available through 

SoonerCare (Medicaid); and  

(S) DevicesEnabling technology devices to protect the member's health and safety or 

support increased independence in the home, employment site or community can include, 

but are not limited to:  

(i) Motion sensors;  

(ii) Smoke and carbon monoxide alarms;  

(iii) Bed and/or or chair sensors;  

(iv) Door and window sensors;  

(v) Pressure sensors in mats on the floor;  

(vi) Stove guards or oven shut off systems;  

(vii) Live web-based remote supports;  

(viii) Cameras;  

(ix) Automated medicationMedication dispenser systems;  

(x) Software to operate accessories included for environmental control;  

(xi) Software applications;  

(xii) Personal Emergency Response Systems (PERS) or Mobile;mobile; 



 

 

(xiii) Emergency Response Systems (MER);  

(xiv) Global positioning system (GPS) monitoring devices;  

(xv) Radio frequency identification;  

(xvi) Computers, smart watches and tablets; and 

(xvii) Any other device approved by the Developmental; andDDS director or 

designee; 

(xviii) Disabilities Services (DDS) director or designee. 

(T) Eye glasses lenses, frames or visual aids. 

(2) AT services include:  

(A) Sign language interpreter services for members who are deaf;  

(B) Reader services;  

(C) AuxillaryAuxiliary aids;  

(D) Training the member and provider in the use and maintenance of equipment and 

auxiliary aids;  

(E) Repair of AT devices; and  

(F) Evaluation of the member's AT needs.; and 

(G) Eye examinations.   

(3) AT devices and services must be included in the member's Individual Plan (IP)(Plan), 

prescribed by a physician, or appropriate medical professional with a SoonerCare (Medicaid) 

contract, and arrangements for this HCBS service must be made through the member's case 

manager.   

(4) AT devices are provided by vendors with a Durable Medical Equipment (DME)durable 

medical equipment or other appropriate contract with the Oklahoma Health Care Authority 

(OHCA).   

(5) AT devices and services are authorized in accordance withper requirements of Thethe 

Oklahoma Central Purchasing Act, other applicable statutory provisions, Oklahoma 

Administrative Code OAC(OAC) 580:15 and OKDHS-approved purchasing procedures.   

(6) AT services are provided by an appropriate professional services provider with a current 

HCBS contract with OHCA and current, unrestricted licensure and certification with their 

professional board, when applicable.   

(7) AT devices or services may be authorized when the device or service:  

(A) Has no utility apart from the needs of the person receiving services;  

(B) Is not otherwise available through SoonerCare (Medicaid) an AT retrieval program, 

the Oklahoma Department of RehabilitativeRehabilitation Services, or any other third 

party or known community resource;  

(C) Has no less expensive equivalent that meets the member's needs;  

(D) Is not solely for family or staff convenience or preference;  

(E) Is based on the assessment and Personal Support Team (Team) consideration of the 

member's unique needs;  

(F) Is of direct medical or remedial benefit to the member;  

(G) Enables the member to maintain, increase, or improve functional capabilities; 

(H) Is supported by objective documentation included in a professional assessment, 

except as specified, per OAC 317:40-5-100;  

(I) Is within the scope of assistive technology AT, per OAC 317:40-5-100;  

(J) Is the most appropriate and cost effective bid, when applicable; and or 



 

 

(K) Exceeds a cost of seventy-five dollars ($75) AT devices or services with a cost of 

seventy-five dollars ($75) or less, are not authorized through DDS HCBS Waivers.   

(8) The homeowner must sign a written agreement for any AT equipment that attaches to the 

home or property.  

(c) Assessments.  Recommendations for enabling technology devices are completed by the DDS 

programs manager for remote supports or their designee.  Assessments for AT devices or services 

are performed by a licensed, professional service provider and reviewed by other providers whose 

services may be affected by the device selected.  A licensed, professional service provider must: 

(1) Determine if the member's identified outcome can be accomplished through the creative 

use of other resources, such as:  

(A) Household items or toys;  

(B) Equipment loan programs;  

(C) Low-technology devices or other less intrusive options; or  

(D) A similar, more cost-effective device; and 

(2) Recommend the most appropriate AT based on the member's:  

(A) Present and future needs, especially for members with degenerative conditions;  

(B) History of use of similar AT, and his or her current ability to use the deviceand for 

the next five (5) years; and  

(C) Outcomes; and  

(3) Complete an assessment, including a decision making review and device trial that provides 

supporting documentation for purchase, rental, customization, or fabrication of an AT device.  

Supporting documentation must include:  

(A) A device review;  

(B) Availability of the device rental with discussion of advantages and disadvantages;  

(C) How frequently and in what situations the device will beis used in daily activities and 

routines;  

(D) How the member and caregiver(s) will beare trained to safely use the AT device; and  

(E) The features and specifications of the device necessary for the member, including 

rationale for why other alternatives are not available to meet the member's needs; and  

(4) Upon DDS staff's request, provide a current, unedited video or photographs of the member 

using the device, including recorded trial time frames.   

(d) Repairs and placement part authorization.  AT device repairs or parts replacements, do not 

require a professional assessment or recommendation.  DDS resource development staff with 

assistive technologyAT experience may authorize repairs and replacement of parts for previously 

recommended AT.   

(e) AT device retrieval.  When a member no longer needs an AT device, OKDHS DDS staff may 

retrieve the device.   

(f) Team decision-making process.  The member's Team reviews the licensed professional's 

assessment and decision-making review.  The Team ensures the recommended AT:  

(1) Is needed by the member to achieve a specific, identified functional outcome.   

(A) A functional outcome, in this Section, means the activity is meaningful to the 

member, occurs on a frequent basis, and would require assistance from others, if the 

member could not perform the activity independently, such as self-care, assistance with 

eating, or transfers.   

(B) Functional outcomes must be reasonable and necessary given a member's age, 

diagnosis, and abilities; and 



 

 

(2) Allows the member receiving services to:  

(A) Improve or maintain health and safety;  

(B) Participate in community life;  

(C) Express choices; or  

(D) Participate in vocational training or employment; and 

(3) Will beIs used frequently or in a variety of situations;  

(4) WillIs easily fit into the member's lifestyle and work place;  

(5) Is specific to the member's unique needs; and  

(6) Is not authorized solely for family or staff convenience.   

(g) Requirements and standards for AT devices and service providers.   

(1) Providers guarantee devices, work, and materials for one (1) calendar year, and supply 

necessary follow-up evaluation to ensure optimum usability.   

(2) Providers ensure a licensed occupational therapist, physical therapist, speech therapist, or 

rehabilitation engineer evaluates the need for AT, and individually customizes AT devices.   

(h) Services not covered through AT devices and services.  AT devices and services do not 

include:  

(1) Trampolines;  

(2) Hot tubs;  

(3) Bean bag chairs;  

(4) Recliners with lift capabilities;  

(5) Computers, except as adapted for individual needs as a primary means of oral 

communication, and approved, per OAC 317:40-5-100;  

(6) Massage tables;  

(7) Educational games and toys; or  

(8) Generators.   

(i) AT approval or denial.  DDS approval, conditional approval for pre-determined trial use, or 

denial of the purchase, rental, or lease or purchase of the AT is determined, per OAC 317:40-5-

100.   

(1) The DDS case manager sends the AT request to designated DDS AT-experienced resource 

development staff.  The request must include:  

(A) The licensed professional's assessment and decision making review;  

(B) A copy of the Plan of Care (POC);  

(C) DocumentaionDocumentation of the current Team consensus, including 

consideration of issues, per OAC 317:40-5-100; and  

(D) All additional documentation to support the AT device or service need.   

(2) The designated AT-experienced resource development staff approves or denies the AT 

request when the device costs less than $5000.   

(3) The State Office programs manager for AT approves or denies the AT request when the 

device has a cost of $5000 or more.  When authorization of an AT device of $5000 or more is 

requested: 

(A) The AT-experienced resource development staff:  

(i) Solicits three (3) AT bids; and 

(ii) Submits the AT request, bids, and other relevant information identified in (1) of 

this subsection to the State Office DDS AT programs manager or designee within 

five (5) business days of receipt of the required bids; and 



 

 

(B) The State Office DDS AT programs manager or designee issues a letter of 

authorization, a written denial, or a request for additional information within five (5) 

business days of receipt of all required AT documentation. 

(4) Authorization for purchase or a written denial is provided within ten (10) business days of 

receipt of a complete request:. 

(A) If the AT is approved, a letter of authorization is issued;. 

(B) If additional documentation is required by the AT-experienced resource development 

staff, to authorize the recommended AT, the request packet is returned to the case 

manager for completion;.  

(C) When necessary, the case manager contacts the licensed professional to request the 

additional documentation; and.  

(D) The authorization of an AT device of $5000 or more is completed per (2) of this 

subsection, and the AT-experienced resource development staff with:  

(i) Solicits three (3) AT bids;  

(ii) Submits the AT request, bids, and other relevant information to the State Office 

DDS AT programs manager or designee within five (5) business days of receipt of 

the required bids; and  

(iii) The State Office DDS AT programs manager or designee issues a letter of 

authorization, a written denial, or a request for additional information within five  

(5) business days of receipt of all required AT documentation. 

(j) Vehicle approval adaptations.  Vehicle adaptations are assessed and approved, per OAC 

317:40-5-100.  In addition, the requirements in (1) through (3) of this subsection must be met.   

(1) The vehicle must be owned or in the process of being purchased by the member receiving 

services or his or her family in order to be adapted.   

(2) The AT request must include a certified mechanic's statement that the vehicle and 

adaptations are mechanically sound.   

(3) Vehicle adaptations are limited to one vehicle in a ten (10) year period per member.  

Authorization for more than one vehicle adaptation in a ten (10) year period must be approved 

by the DDS director or designee. 

(k) Eye glasses and eye exams.  Routine eye examination or the purchase of corrective lenses for 

members twenty-one (21) years of age and older, not covered by SoonerCare (Medicaid), may be 

authorized for the purpose of prescribing glasses or visual aids, determination of refractive state, 

treatment of refractive errors, or purchase of lenses, frames, or visual aids.  Payment can be made 

to a licensed optometrist who has a current contract on file with OHCA for services within the 

scope of Optometric practice as defined by the appropriate State law; provided, however, that 

services performed by out-of-state providers are only compensable to the extent that they are 

covered services. 

(k)(l) AT denial.  Procedures for denial of an AT device or service are described in (1) through 

(3) of this subsection. 

(1) The person denying the AT request provides a written denial to the case manager citing 

the reason for denial, per OAC 317:40-5-100.   

(2) The case manager sends OKDHS Form 06MP004E, Notice of Action, to the member and 

his or her family or guardian.   

(3) AT service denials may be appealed through the OKDHS hearing process, per OAC 340:2-

5.   



 

 

(l)(m) AT device returns.  When, during a trial use period or rental of a device, the therapist or 

Team including the licensed professional who recommended the AT and, when available, 

determines the device is not appropriate, the licensed professional sends a brief report describing 

the change of device recommendation to the DDS case manager.  The DDS case manager forwards 

the report to the designated resource development staff, who arranges for the equipment return to 

the vendor or manufacturer.   

(m)(n) AT device rental.  AT devices are rented when the licensed professional or AT-

experienced resource development staffdeterminesstaff determines rental of the device is more 

cost effective than purchasing the device or the licensed professional recommends a trial period to 

determine if the device meets the member's needs.   

(1) The rental period begins on the date the manufacturer or vendor delivers the equipment to 

the member, unless otherwise stated in advance by the manufacturer or vendor.   

(2) AT-experienced resource development staff monitor use of equipment during the rental 

agreement for:  

(A) Rental time frame cost effectiveness;  

(B) Renewal conditions; and  

(C) The Team's, including the licensed professional's re-evaluation of the member's need 

for the device, per OAC 317:40-5-100.   

(3) Rental costs are applied toward the purchase price of the device when the option is 

available from the manufacturer or vendor.   

(4) When a device is rented for a trial-use period, the Team including the licensed professional, 

decides within ninety (90) calendar days whether the device:  

(A) Meets the member's needs; and  

(B) ShouldNeeds to be purchased or returned.   

(n)(o) AT committee.  The AT committee reviews equipment requests when deemed necessary 

by the OKDHS DDS State Office AT programs manager.   

(1) The AT committee is comprised of:  

(A) DDS professional staff members of the appropriate therapy;  

(B) DDS State Office AT programs manager;  

(C) The DDS area field administrator or designee; and  

(D) An AT expert, not employed by OKDHS.   

(2) The AT committee performs a paper review, providing technical guidance, oversight, and 

consultation.   

(3) The AT committee may endorse or recommend denial of a device or service, based on 

criteria provided in this Section.  Any endorsement or denial includes a written rationale for 

the decision and, when necessary, an alternative solution, directed to the case manager within 

twenty (20) business days of the receipt of the request.  Requests reviewed by the AT 

committee result in suspension of time frames specified, per OAC 317:40-5-100. 

 

317:40-5-102.  Nutrition Servicesservices 

(a) Applicability.  The rules in this Section apply to nutrition services authorized for members 

who receive services through Home and Community-Based Services (HCBS) Waivers operated 

by the Oklahoma Department of Human Services (OKDHS) Developmental Disabilities Services 

Division (DDSD)(DDS). 

(b) General information.  Nutrition services include nutritional evaluation and consultation to 

members and their caregivers, are intended to maximize the member's health and are provided in 



 

 

any community setting as specified in the member's Individual Plan (IP)(Plan).  Nutrition services 

must be prior authorized, included in the member's Individual Plan (IP) and arrangements for this 

service must be made through the member's case manager.  Nutrition service contract providers 

must be licensed in the state where they practice and registered as a dietitian with the Commission 

of Dietetic Registration.  Each dietitian must have a current provider agreement with the Oklahoma 

Health Care Authority (OHCA) to provide Home and Community Based ServicesHCBS, and a 

SoonerCare (Medicaid) provider agreement for nutrition services.  Nutrition Servicesservices are 

provided per Oklahoma Administrative Code (OAC) 340:100-3-33.1.  In order for the member to 

receive Waiver-funded nutrition services, the requirements in this Section must be fulfilled. 

(1) The member must be assessed by the case manager to have a possible eating problem or 

nutritional risk. 

(2) The member must have a physician's order for nutrition services current within one year. 

an order for nutrition services current within one (1) year signed by a medical or osteopathic 

physician, physician assistant, or other licensed health care professional with prescriptive 

authority. 

(3) Per OAC 340:100-5-50 through 58, the teamPersonal Support Team (Team) identifies and 

addresses member needs. 

(4) Nutrition services may include evaluation, planning, consultation, training and monitoring. 

(5) A legally competent adult or legal guardian who has been informed of the risks and 

benefits of the service has the right to refuse nutrition services per OAC 340:100-3-11.  

Refusal of nutrition services must be documented in the Individual Plan. 

(6) A minimum of 15fifteen (15) minutes for encounter and record documentation is required. 

(7) A unit is 15fifteen (15) minutes. 

(8) Nutrition services are limited to 192one hundred ninety-two (192) units per Plan of Care 

year. 

(c) Evaluation.  When arranged by the case manager, the nutrition services contract provider 

evaluates the member's nutritional status and completes the Level of Nutritional Risk Assessment. 

(1) The evaluation must include, but is not limited to: 

(A) health,Health, diet, and behavioral history impacting on nutrition; 

(B) clinicalClinical measures including body composition and physical assessment.; 

(C) dietaryDietary assessment, including: 

(i) nutrientNutrient needs; 

(ii) eatingEating skills; 

(iii) nutritionalNutritional intake; and 

(iv) drug-nutrientDrug-nutrient interactions; and 

(D) recommendationsRecommendations to address nutritional risk needs, including: 

(i) outcomes;Outcomes; 

(ii) strategies;Strategies; 

(iii) staffStaff training; and 

(iv) programProgram monitoring and evaluation. 

(2) The nutrition services contract provider and other involved professionals make 

recommendations for achieving positive nutritional outcomes based on the risks identified on 

the OKDHS Form 06HM040E, Level of Nutritional Risk Assessment. 

(3) The nutrition services contract provider sends a copy of the Level of Nutritional Risk 

Assessment to the case manager within ten (10) working days of receipt of the authorization. 



 

 

(4) If the evaluation shows the member rated as High Nutritional Risk, the nutrition services 

contract provider sends a copy of the Level of Nutritional Risk Assessment to the DDSDDDS 

area nutrition therapist or DDSDDDS area professional support services designee as well as 

the case manager within 10 workingten (10) business days of receipt of the authorization. 

(d) Planning.  The DDSDDDS case manager, in conjunction with the Team, reviews the identified 

nutritional risks that impact the member's life. 

(1) Desired nutritional outcomes are developed and integrated into the Individual Plan using 

the least restrictive, least intrusive, most normalizing measures that can be carried out across 

environments. 

(2) The Team member(s) identified responsible in the Individual Plan develops methods to 

support the nutritional outcomes, which may include: 

(A) Stragegies;Strategies; 

(B) Staff training; or 

(C) Program monitoring. 

(3) When the member has been receiving nutrition services and nutritional status is currently 

stable and the Team specifies that nutrition services are no longer needed, the Team will 

identifyidentifies individual risk factors for the member that would indicate consideration of 

the resumption of nutrition services and assigns responsibility to a named Team Member(s) 

for monitoring and reporting the members status regarding these factors. 

(4) Any member who receives paid 24twenty-four (24) hour per day supports and requires 

constant physical assistance and mealtime intervention to eat safely, or is identified for risk of 

choking or aspiration must have an individualized mealtime assistance plan developed and 

reviewed at least annually by the Team member(s) identified responsible in the Individual 

Plan.  Team members may include a nutrition services contract provider and a speech therapy 

contract provider or occupational therapy contract provider with swallowing expertise 

(mealtime therapists).  Documentation should delineatedelineates responsibilities to insure 

there is no duplication of services.  The mealtime assistance plan includes but is not limited 

to: 

(A) aA physician ordered diet; 

(B) dietDiet instructions; 

(C) positioningPositioning needs; 

(D) assistiveAssistive technology needs; 

(E) communicationCommunication needs; 

(F) eatingEating assistance techniques; 

(G) supervisionSupervision requirements; 

(H) documentationDocumentation requirements; 

(I) monitoringMonitoring requirements; and 

(J) trainingTraining and assistance. 

(5) For those members receiving paid 24twenty-four (24) hour per day supports and nutrition 

through a feeding tube, the Team develops and implements strategies for tube feeding 

administration that enables members to receive nutrition in the safest manner and for oral care 

that enables optimal oral hygiene and oral-motor integrity as deemed possible per OAC 

340:100-5-26.  The Team reviews the member's ability to return to oral intake following 

feeding tube placement and annually thereafter in accordance with the member's needs. 

(e) Implementation, Consultation and Training.  Strategies are implemented by the assigned 

person within a designated time frame established by the Team based on individual need(s). 



 

 

(1) Direct support staff members are trained per the Individual Plan and OAC 340:100-3-38. 

(2) All special diets, nutritional supplements, and aids to digestion and elimination must be 

prescribed and reviewed at least annually by a physician. 

(3) Consultation to members and their caregivers is provided as specified in the IPPlan. 

(4) Program documentation is maintained in the member's home record for the purpose of 

evaluation and monitoring. 

(5) The contract professional provider(s) sends documentation regarding the member's 

program concerns, recommendations for remediation of any problem area and progress notes 

to the case manager per OAC 340:100-5-52. 

(A) The designated professional(s) reviews the program data submitted for: 

(i) completeness;completeness; 

(ii) consistencyConsistency of implementation; and 

(iii) positivePositive outcomes. 

(B) When a member is identified by the Level of Nutritional Risk Assessment to be at 

high nutritional risk, he or she receives increased monitoring by the nutrition services 

contract provider and health care coordinator, as determined necessary by the Team. 

(C) Significant changes in nutritional status must be reported to the case manager by the 

health care coordinator. 

(D) The Level of Nutritional Risk Assessment: 

(i) isIs used by the nutrition services contract provider to reassess members at high 

risk on a quarterly basis; and 

(ii) mustMust be submitted by the nutrition services contract provider to the 

DDSDDDS area nutrition therapist or DDSDDDS area professional support services 

designee within 15fifteen (15) calendar days following the end of each quarter. 

 

317:40-5-103.  Transportation 

(a) Applicability.  The rules in this Section apply to transportation services provided through the 

Oklahoma Department of Human Services (DHS), Developmental Disabilities Services (DDS); 

Home and Community BasedCommunity-Based Services (HCBS) Waivers. 

(b) General Information.  Transportation services include adapted, non-adapted, and public 

transportation. 

(1) Transportation services are provided to promote inclusion in the community, access to 

programs and services, and participation in activities to enhance community living skills.  

Members are encouraged to utilize natural supports or community agencies that can provide 

transportation without charge before accessing transportation services.   

(2) Services include, but are not limited to, transportation to and from medical appointments, 

work or employment services, recreational activities, and other community activities within 

the number of miles authorized in the Plan of Care (POC). 

(A) Adapted or non-adapted transportation may be provided for each eligible person. 

(B) Public transportation may be provided up to a maximum of $5,000$15,000 per Plan 

of CarePOC year.  The DDS director or designee may approve requests for public 

transportation services totaling more than $5,000$15,000 per year when public 

transportation promotes the member's independence, is the most cost-effective option or 

only service option available for necessary transportation.  For the purposes of this 

Section, public transportation is defined as: 



 

 

(i) services,Services, such as an ambulance when medically necessary, a bus, or a 

taxi; or 

(ii) aA transportation program operated by the member's employment services or day 

services provider. 

(3) Transportation services must be included in the member's Individual Plan (Plan) and 

arrangements for this service must be made through the member's case manager. 

(4) Authorization of Transportation Services is based on: 

(A) Personal Support Team (Team) consideration, per Oklahoma Administrative Code 

(OAC) 340:100-5-52, of the unique needs of the person and the most cost effective type 

of transportation services that meets the member's need, per (d) of this Section; and 

(B) theThe scope of transportation services as explained in this Section. 

(c) Standards for transportation providers.  All drivers employed by contracted transportation 

providers must have a valid and current Oklahoma driver license, and the vehicle(s) must meet 

applicable local and state requirements for vehicle licensure, inspection, insurance, and capacity. 

(1) The provider must ensure that any vehicle used to transport members: 

(A) meetsMeets the member's needs; 

(B) isIs maintained in a safe condition; 

(C) hasHas a current vehicle tag; and 

(D) isIs operated in accordance withper local, state, and federal law, regulation, and 

ordinance. 

(2) The provider maintains liability insurance in an amount sufficient to pay for injuries or 

loss to persons or property occasioned by negligence or malfeasance by the agency, its agents, 

or employees. 

(3) The provider ensures all members wear safety belts during transport. 

(4) Regular vehicle maintenance and repairs are the responsibility of the transportation 

provider.  Providers of adapted transportation services are also responsible for maintenance 

and repairs of modifications made to vehicles.  Providers of non-adapted transportation with 

a vehicle modification funded through HCBS assistive technology services may have repairs 

authorized per OAC 317:40-5-100. 

(5) Providers must maintain documentation, fully disclosing the extent of services furnished 

that specifies the: 

(A) serviceService date; 

(B) locationLocation and odometer mileage reading at the starting point and destination; 

or trip mileage calculation from Global Positioning System (GPS)global positioning 

system software; 

(C) nameName of the member transported; and 

(D) purposePurpose of the trip. 

(6) A family member, including a family member living in the same household of an adult 

member may establish a contract to provide transportation services to: 

(A) workWork or employment services; 

(B) medicalMedical appointments; and 

(C) otherOther activities identified in the Plan as necessary to meet the needs of the 

member, per OAC 340:100-3-33.1. 

(7) Individual transportation providers must provide verification of vehicle licensure, 

insurance and capacity to the DDS area office before a contract may be established and 

updated verification of each upon expiration.  Failure to provide updated verification of a 



 

 

current and valid Oklahoma driver license and/or or vehicle licensure may result in 

cancellation of the contract.   

(d) Services not covered.  Services that cannot be claimed as transportation services include: 

(1) servicesServices not approved by the Team; 

(2) servicesServices not authorized by the Plan of CarePOC; 

(3) tripsTrips that have no specified purpose or destination; 

(4) tripsTrips for family, provider, or staff convenience; 

(5) transportationTransportation provided by the member;  

(6) transportationTransportation provided by the member's spouse; 

(7) transportationTransportation provided by the biological, step or adoptive parents of the 

member or legal guardian, when the member is a minor; 

(8) tripsTrips when the member is not in the vehicle; 

(9) transportationTransportation claimed for more than one (1) member per vehicle at the 

same time or for the same miles, except public transportation; 

(10) transportationTransportation outside Oklahoma unless: 

(A) theThe transportation is provided to access the nearest available medical or 

therapeutic service; or 

(B) advanceAdvance written approval is given by the DDS area manager or designee; 

(11) servicesServices that are mandated to be provided by the public schools pursuant to the 

Individuals with Disabilities Education Act; 

(12) transportationTransportation that occurs during the performance of the member's paid 

employment, even when the employer is a contract provider; or 

(13) transportationTransportation when a closer appropriate location was not selected. 

(e) Assessment and Team process.  At least annually, the Team addresses the member's 

transportation needs.  The Team determines the most appropriate means of transportation based 

on the: 

(1) presentPresent needs of the member.  When addressing the possible need for adapted 

transportation, the Team only considers the member's needs.  The needs of other individuals 

living in the same household are considered separately; 

(2) member'sMember's ability to access public transportation services; and 

(3) availabilityAvailability of other transportation resources including natural supports, and 

community agencies. 

(f) Adapted transportation.  Adapted transportation may be transportation provided in modified 

vehicles with wheelchair or stretcher-safe travel systems or lifts that meet the member's medical 

needs that cannot be met with the use of a standard passenger vehicle, including a van when the 

modification to the vehicle was not funded through HCBS assistive technology service and is 

owned or leased by the DDS HCBS provider agency, family of an adult member, agency 

companion provider or specialized foster care provider. 

(1) Adapted transportation is not authorized when a provider agency leases an adapted vehicle 

from a member or a member's family. 

(2) Exceptions to receive adapted transportation services for modified vehicles other than 

those with wheelchair/stretcherwheelchair or stretcher safe travel systems and lifts may be 

authorized by the DDS programs manager for transportation services when documentation 

supports the need, and there is evidence the modification costs exceeded $10,000.  All other 

applicable requirements of OAC 317:40-5-103 must be met. 



 

 

(3) Adapted transportation services do not include vehicles with modifications including, but 

not limited to: 

(A) restraintRestraint systems; 

(B) plexi-glassPlexi-glass windows; 

(C) barriersBarriers between the driver and the passengers; 

(D) turneyTurney seats; and 

(E) seatSeat belt extenders. 

(4) The Team determines if the member needs adapted transportation according to: 

(A) theThe member's need for physical support when sitting; 

(B) theThe member's need for physical assistance during transfers from one surface to 

another; 

(C) theThe portability of the member's wheelchair; 

(D) associatedAssociated health problems the member may have; and 

(E) lessLess costly alternatives to meet the need. 

(5) The transportation provider and the equipment vendor ensure that the Americans with 

Disabilities Act requirements are met. 

(6) The transportation provider ensures all staff assisting with transportation is trained 

according to the requirements specified by the Team and the equipment manufacturer. 

(g) Authorization of transportation services.  The limitations in this subsection include the total 

of all transportation units on the Plan of CarePOC, not only the units authorized for the identified 

residential setting. 

(1) Up to 12,000 units of transportation services may be authorized in a member's Plan of Care 

POC per OAC 340:100-3-33 and OAC 340:100-3-33.1. 

(2) When there is a combination of non-adapted transportation and public transportation on a 

Plan of CarePOC, the total cost for transportation cannot exceed the cost for non-adapted 

transportation services at the current non-adapted transportation reimbursement rate 

multiplied by 12,000 miles for the Plan of CarePOC year. 

(3) The DDS area manager or designee may approve: 

(A) upUp to 14,400 miles per Plan of CarePOC year for people who have extensive needs 

for transportation services; and 

(B) aA combination of non-adapted transportation and public transportation on a Plan of 

Care, when the total cost for transportation does not exceed the cost for non-adapted 

transportation services at the current, non-adapted transportation reimbursement rate 

multiplied by 14,400 miles for the Plan of CarePOC year. 

(4) The DDS division director or designee may approve: 

(A) transportationTransportation services in excess of 14,400 miles per Plan of CarePOC 

year in extenuating situations when person-centered planning identified specific needs 

that require additional transportation for a limited period; or 

(B) anyAny combination of public transportation services with adapted or non-adapted 

transportation when the total cost for transportation exceeds the cost for non-adapted 

transportation services at the current, non-adapted transportation reimbursement rate 

multiplied by 14,400 miles for the POC year; or 

(C) publicPublic transportation services in excess of $5,000$25,000, when it promotes 

the member's independence, is the most cost effective or only service option available for 

necessary transportation. 

 



 
 

TITLE 317.  OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 
 

PART 6. INPATIENT PSYCHIATRIC AND SUBSTANCE USE DISORDER SERVICES 

 

317:30-5-95.4.  Individual plan of care for adults aged twenty-one (21) to sixty-four (64)  

(a) Before admission to a psychiatric unit of a general hospital or immediately after admission 

Before or immediately after admission to a psychiatric unit of a general hospital or psychiatric 

hospital, the attending physician or staff physician must establish a written plan of care for each 

member aged twenty-one (21) to sixty-four (64). The plan of care must include: 

(1) Diagnoses, symptoms, complaints, and complications indicating the need for admission; 

(2) A description of the functional level of the individual; 

(3) Objectives; 

(4) Any order for medication, treatments, restorative and rehabilitative services, activities, 

therapies, social services, diet, and special procedures recommended for the health and safety 

of the member; 

(5) Plans for continuing care, including review and modification to the plan of care; and 

(6) Plans for discharge. 

(b) The attending or staff physician and other treatment team personnel involved in the member's 

care must review each plan of care at least every seven (7) days. 

(c) All plans of care and plan of care reviews must be clearly identified as such in the member's 

medical records. All must be signed and dated by the physician, RN, LBHP or licensure candidate, 

member, and other treatment team members that provide individual, family, and group therapy in 

the required review interval. Licensure candidate signatures must be co-signed. All plans of care 

and plan of care reviews must be signed by the member upon completion, except when a member 

is too physically ill or his or her acuity level precludes him or her from signing. If the member has 

designated an advocate, the advocate's signature is also required on all plans of care and plan of 

care reviews. If the member was too physically ill or his or her acuity level precluded him or her 

from signing the plan of care and/or the plan of care review at the time of completion, the member 

must sign the plan when his or her condition improves, but before discharge. 

(d) The plan of care must document appropriate member participation in the development and 

implementation of the treatment plan. 

 

317:30-5-95.41.1  Documentation of records for adults receiving inpatient services  

(a) All documentation for services provided under active treatment must be documented in an 

individual note and reflect the content of each session provided. Services documentation must 

include, at a minimum, the following: 

(1) Date; 

(2) Start and stop time for each session; 

(3) Dated signature of the therapist and/or staff that provided the service; 

(4) Credentials of the therapist; 

(5) Specific problem(s) addressed (problems must be identified on the plan of care); 

(6) Method(s) used to address problems; 

(7) Progress made towards goals; 

(8) Member's response to the session or intervention; and 



 
 

(9) Any new problem(s) identified during the session. 

(b) Signatures of the member, legal guardian (if applicable), physician, LBHP, and registered nurse 

(RN) are required on the individual plan of care (IPC) and all plan of care reviews. The IPC and 

plan of care review are not valid until signed and separately dated by the member, legal guardian 

(if applicable), physician, RN, LBHP, and all other requirements are met. All treatment team staff 

providing  therapy services must sign the IPC and all plan of care reviews. All plans of care and 

plan of care reviews must be signed by the member upon completion, except when a member is 

too physically ill, or the member's acuity level precludes him/her from signing. If the member is 

too physically ill or the member's acuity level precludes him/her from signing the plan of care 

and/or the plan of care review at the time of completion, the member must sign the plan when 

his/her condition improves but before discharge. Documentation should indicate the reason the 

member was unable to sign and when the next review will occur to obtain the signature. 

(c) Candidates for licensure for licensed professional counselor, social work (clinical specialty 

only), licensed marital and family therapist, licensed behavioral practitioner, licensed alcohol and 

drug counselor, and psychology (mental health specialty only) can provide assessments, 

psychosocial evaluations, individual therapy, family therapy, and process group therapy as long as 

they are involved in supervision that complies with their respective, approved licensing regulations 

and licensing boards. Additionally, their work must be co-signed and dated by a fully-licensed 

LBHP in good standing, who is a member on the treatment team. Individuals who have met their 

supervision requirements and are waiting to be licensed in one (1) of the areas of practice in OAC 

317:30-5-240.3(a)(2) must have their work co-signed by a fully-licensed LBHP in good standing, 

who is a member on the treatment team. All co-signatures by fully-licensed LBHPs in good 

standing, must be accompanied by the date that the co-signature was made. Documentation of the 

service is not considered complete until it is signed and dated by a fully-licensed LBHP in good 

standing. 

 

317:30-5-95.42.  Service quality review (SQR) of psychiatric facilities and residential 

substance use disorder (SUD) facilities  

(a) The SQR conducted by the OHCA or its designated agent meets the utilization control 

requirements as set forth in 42 C.F.R. Part 456. 

(b) There will be an SQR of each in-state psychiatric facility and residential SUD facility that 

provides services to SoonerCare members which will be performed by the OHCA or its designated 

agent. Out-of-state facilities that provide services to SoonerCare members will be reviewed 

according to the procedures outlined in the Medical Necessity Manual. Ad hoc reviews may be 

conducted at the discretion of the agency. 

(c) The OHCA will designate the members of the SQR team. The SQR team will consist of one 

(1) to three (3) team members and will be comprised of LBHPs or registered nurses (RNs). 

(d) The SQR will include, but not be limited to, review of facility and clinical record 

documentation and may include observation and contact with members. The clinical record review 

will consist of records of members currently at the facility as well as records of members for which 

claims have been filed with OHCA for acute, PRTF, or residential SUD levels of care. The SQR 

includes validation of compliance with policy, which must be met for the services to be 

compensable. 

(e) Following the SQR, the SQR team will report its findings in writing to the facility. A copy of 

the final report will be sent to the facility's accrediting agency, as well as the State Survey Agency, 

if applicable, and any licensing agencies. 



 
 

(f) Deficiencies identified during the SQR may result in full or partial recoupment of paid claims. 

The determination of whether to assess full or partial recoupment shall be at the discretion of the 

OHCA based on the severity of the deficiencies. 

(g) Any days during which the facility is determined to be out of compliance with Federal 

Conditions of Participation, excluding residential SUD facilities, or in which a member does not 

meet medical necessity criteria may result in full recoupment. Full recoupment may also result 

from a facility's failure to provide requested documentation within the timeframes indicated on 

requests for such documents or if the SQR team is denied timely admittance to a facility and/or 

access to facility records during any on-site portion of the SQR. 

(h) Items which may result in full or partial recoupment of paid claims shall include, but not be 

limited to: 

(1) Assessments and evaluations. Assessments and evaluations must be completed, with 

dated signature(s), by qualified staff within the timeframes outlined in Oklahoma 

Administrative Code (OAC) 317:30-5-95.6, 317:30-5-95.37, and 317:30-5-95.47(1). 

(2) Plan of care. Plans of care must be completed, with all required dated signatures within 

the timeframes described in OAC 317:30-5-95.4, 317:30-5-96.33, and 317:30-5-95.47(2). 

(3) Certification of need (CON). CONs for psychiatric facilities must be completed by the 

appropriate team and in the chart within the timeframes outlined in 42 C.F.R. §§ 441.152, 

456.160, and 456.481. 

(4) Active treatment. Treatment must be documented in the chart at the required frequency 

by appropriately qualified staff as described in OAC 317:30-5-95.5, 317:30-5-95.7, 317:30-

5-95.8, 317:30-5-95.9, 317:30-5-95.10, 317:30-5-95.34, and 317:30-5-95.46(b). 

(5) Documentation of services. Services must be documented in accordance with OAC 

317:30-5-95.4, 317:30-5-95.5, 317:30-5-95.8, 317:30-5-95.10, 317:30-5-95.41, 317:30-5-

95.41.1 and 317:30-5-95.47 and 42 C.F.R. §§ 412.27(c)(4) and 482.61. Documentation with 

missing elements or documentation that does not clearly demonstrate the therapeutic 

appropriateness and benefit of the service may result in recoupment. 

(6) Staffing. Staffing must meet the ratios described in OAC 317:30-5-95.24(b)-(d) & (h) and 

OAC 317:30-5-95.38 per unit/per shift; and credentialing requirements as outlined in OAC 

317:30-5-95.8, 317:30-5-95.9, 317:30-5-95.35, 317:30-5-95.36, 317:30-5-95.46 (b) and 42 

C.F.R. §§ 412.27(d), 441.153, 441.156, and 482.62. 

(7) Restraint/seclusion. Orders for restraint and seclusion must be completely and thoroughly 

documented with all required elements as described in OAC 317:30-5-95.39 and 42 C.F.R. § 

482.13(e) & (f) and 42 C.F.R. Part 483. Documentation must support the appropriateness and 

necessity for the use of restraint/seclusion. For PRTFs, documentation must include evidence 

that staff and resident debriefings occurred as required by OAC 317:30-5-95.39 and 42 C.F.R. 

Part 483. For residential SUD facilities, restraint may only be used when less restrictive 

interventions, according to facility policy, have been attempted or when an immediate 

intervention is required to protect the resident, a staff member, or others. A written incident 

report must be completed within twenty-four (24) hours following each use of physical 

restraint. 

(i) If the review findings have resulted in a recoupment, the days and/or services involved will be 

reported in the notification. 

(j) In the event that CMS recoups from OHCA an amount that exceeds the provider's liability for 

findings described in this Section, the provider will not be held harmless and will be required to 

reimburse OHCA the total federal amount identified by CMS and/or its designated audit 

contractor, limited to the amount of the original paid claim less any previously recouped amounts. 



 
 

(k) Penalties of non-compensable days which are the result of the facility's failure to appropriately 

provide and document the services described herein, or adhere to applicable accreditation, 

certification, and/or state licensing standards, are not compensable or billable to the member or the 

member's family. 

(l) Facilities that are determined to owe recoupment of paid claims will have the ability to request 

a reconsideration of the findings. Details and instructions on how to request a reconsideration will 

be part of the report documentation sent to the facility. 

(m) Facilities that are determined by the SQR process to be out of compliance in significant areas 

will be required to submit a Corrective Action Plan (CAP) detailing steps being taken to bring 

performance in line with requirements. Facilities that are required to submit a CAP may be further 

assessed through a formal, targeted post-CAP review process. 

 

317:30-5-95.45. Residential substance use disorder (SUD) - Coverage by category  

(a) Adults. Members age twenty-one (21) to sixty-four (64) who meet eligibility and clinical 

criteria may receive medically necessary residential treatment for SUD. 

(1) The member must meet residential level of care as determined through completion of the 

designated ASAM level of care placement tool no more than seven (7) days prior to a SUD 

admission and/or extension request and as required in the Oklahoma Department of Mental 

Health and Substance Abuse Services (ODMHSAS) Prior Authorization Manual.  

(2) Each presenting member for SUD treatment shall be assessed, according to ASAM criteria, 

which includes a list of symptoms for all six (6) dimensions and each level of care to determine 

a clinically appropriate placement in the least restrictive level of care. 

(b) Children. Coverage for children is the same as adults.Children are covered according to their 

age group as described in OAC 317:30-5-95.46 and 317:30-5-95.47 and as specified by 

ODMHSAS. 

(c) Individuals with dependent children. Coverage for individuals with dependent children is 

the same as adults and/or children. 

 

317:30-5-95.46. Residential substance use disorder (SUD) - Covered services and medical 

necessity criteria  

(a) In order for the services described in this Section to be covered, individuals shall: 

(1) Be diagnosed with an SUD as described in the most recent edition of the DSM; and 

(2) Meet residential level of care in accordance with the American Society of Addiction 

Medicine (ASAM) criteria, as determined by the ASAM level of care determination through 

completion of the designated ASAM placement tool as designatedrequired by the Oklahoma 

Department of Mental Health and Substance Abuse Services (ODMHSAS). 

(3) For additional medical necessity criteria, refer to the ODMHSAS Prior Authorization 

Manual available at http://www.odmhsas.org/arc.htm. 

(b) Coverage includes the following services: 

(1) Clinically managed low intensity residential services (ASAM Level 3.1). 

(A) Halfway house services B Individuals age thirteen (13) to seventeen (17). 

(i) Service description. This service places a major emphasis on continuing SUD 

care and community ancillary services in an environment supporting continued 

abstinence. The facility shall have scheduled services to assess and address the 

individual needs of each member. Services include individual, family, and/or group 

therapy, individual and/or group rehabilitation services, care management, crisis 

intervention, and for members age sixteen (16) and older, community recovery 



 
 

support services. Group therapy is limited to a total of six (6) individuals. 

Rehabilitation services shall not exceed a staffing ratio of eight (8) individuals to one 

(1) qualified provider. 

(ii) Staffing requirements. A licensed physician must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. A minimum of two (2) direct 

care and/or clinical staff must be on-site and awake twenty-four (24) hours a day, 

seven (7) days a week. Staffing ratios shall not exceed those specified in OAC 

340:110-3-153.2. All staff who provide treatment services shall meet qualifications 

in accordance with the Oklahoma Medicaid State Plan and OAC 450:18. 

(iii) Treatment hours. A minimum of six (6) treatment hours per week shall be 

provided. A week begins on Sunday and ends on Saturday. 

(B) Halfway house services B Individuals age eighteen (18) to sixty-four (64). 

(i) Service description. This service places a major emphasis on continuing SUD 

care and community ancillary services in an environment supporting continued 

abstinence. The facility shall have scheduled services to assess and address the 

individual needs of each member. Services include individual, family, and/or group 

therapy, individual and/or group rehabilitation services, care management, crisis 

intervention, and community recovery support services. Group therapy is limited to 

a total of eight (8) individuals. Rehabilitation services shall not exceed a staffing ratio 

of fourteen (14) individuals to one (1) qualified provider. 

(ii) Staffing requirements. A licensed physician must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. Additional clinical and/or direct 

care staff must be on-site and awake twenty-four (24) hours a day, seven (7) days a 

week. All staff who provide treatment services shall meet qualifications in 

accordance with the Oklahoma Medicaid State Plan and OAC 450:18.  

(iii) Treatment hours. A minimum of six (6) treatment hours per week shall be 

provided. A week begins on Sunday and ends on Saturday. 

(C) Halfway house services B Individuals with minor dependent children or women 

who are pregnant. 

(i) Service description. This service provides a planned regimen of twenty-four (24) 

hours, seven (7) days a week, supervised living arrangements, to include 

professionally directed evaluation, care, and treatment. The facility shall have 

scheduled services to assess and address the individual needs of each member. 

Services include individual, family, and/or group therapy, individual and/or group 

rehabilitation services, care management, crisis intervention, and community 

recovery support services. Group therapy is limited to a total of eight (8) individuals 

for adults a total of six (6) individuals for children. Rehabilitation services shall not 

exceed a staffing ratio of fourteen (14) individuals to one (1) qualified provider for 

adults and eight (8) individuals to one (1) qualified provider for children. 

(ii) Staffing requirements. A licensed physician must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. Additional clinical and/or direct 

care staff must be on-site twenty-four (24) hours a day, seven (7) days a week. All 

staff who provide treatment services shall meet qualifications in accordance with the 

Oklahoma Medicaid State Plan and OAC 450:18. 

(iii) Treatment services for dependent children. Services are available to the child 

when provided to address the impacts related to the parent's addiction, including, but 

not limited to, individual and family therapy. Compliance with separate provider 



 
 

qualifications, in accordance with OAC 317:30-5-240.2, is required for other 

treatment services provided to dependent children by the residential SUD provider. 

Provision of such treatment services shall be provided in accordance with OAC 

317:30-5, Part 21. 

(iv) Treatment hours. A minimum of six (6) treatment hours per week shall be 

provided to the individual with minor dependent children and women who are 

pregnant. A week begins on Sunday and ends on Saturday. Dependent children shall 

be provided treatment services in accordance with the child's service plan if services 

are provided by the residential SUD provider. 

(2) Clinically managed, population specific, high intensity residential services (ASAM 

Level 3.3). This service includes residential treatment for adults with co-occurring disorders. 

(A) Service description. This service provides a planned regimen of twenty-four (24) 

hours, seven / (7) days a week, structured evaluation, care, and treatment. Daily treatment 

service shall be provided to assess and address individual needs of the member. Services 

include individual, family, and group therapy, individual and/or group rehabilitation 

services, crisis intervention, care management, and community recovery support services. 

Psychiatric and/or psychological and/or mental health evaluations shall be completed on 

all members. In addition to the requirements in OAC 317:30-5-95.47, the service plan 

shall address the member's mental health needs and medications. The member's 

medications shall be re-assessed a minimum of once every thirty (30) days and 

monitoring of medications shall be provided. Group therapy is limited to a total of eight 

(8) individuals. Rehabilitation services shall not exceed a staffing ratio of fourteen (14) 

individuals to one (1) qualified provider. Treatment services must address both mental 

health and SUD needs as identified in the service plan. 

(B) Staffing requirements. A licensed psychiatrist must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. Additional staff must be on-site 

twenty-four (24) hours a day, seven (7) days a week. All staff who provide treatment 

services shall meet qualifications in accordance with the Oklahoma Medicaid State Plan 

and OAC 450:18. 

(C) Treatment hours. A weekly minimum of twenty-four (24) service hours shall be 

provided, which shall include a minimum of one (1) hour of individual, group, or family 

therapy and a minimum of seven (7) hours of individual or group rehabilitation services. 

A week begins on Sunday and ends on Saturday. A maximum of seven (7) hours per week 

of community (peer) recovery support services may count toward the weekly required 

treatment hours. 

(3) Clinically managed medium and high intensity (ASAM Level 3.5). 

(A) Residential treatment, medium intensity - individuals age thirteen (13) to 

seventeen (17). 

(i) Service description. This service provides a planned regimen of twenty-four (24) 

hours / seven (7) day a week, professionally directed evaluation, care, and treatment. 

A multidisciplinary team approach shall be utilized in providing daily treatment 

services to assess and address the individual needs of each member, including 

individual, family, and/or group therapy, individual and/or group rehabilitation 

services, care management, crisis intervention, and, for members age sixteen (16) or 

older, community recovery support services. Group therapy is limited to a total of 

six (6) individuals. Rehabilitation services shall not exceed a staffing ratio of eight 

(8) individuals to one (1) qualified provider. 



 
 

(ii) Staffing requirements. A licensed physician must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. A minimum of two (2) direct 

care and/or clinical staff must be on-site and awake twenty-four (24) hours a day, 

seven (7) days a week. Staffing ratios shall not exceed those specified in OAC 

340:110-3-153.2. All staff who provide treatment services shall meet qualifications 

in accordance with the Oklahoma Medicaid State Plan and OAC 450:18. 

(iii) Treatment hours. A weekly minimum of fifteen (15) treatment hours for 

members attending academic training and twenty-four (24) treatment hours for 

members not attending academic training shall be provided. Weekly treatment hours 

shall include a minimum of one (1) hour of individual, family and/or group therapy 

and a minimum of seven (7) hours of individual or group rehabilitation services. A 

maximum of seven (7) hours per week of community (peer) recovery support 

services may count toward the weekly required treatment hours. A week begins on 

Sunday and ends on Saturday. 

(B) Residential treatment, high intensity B adults. 

(i) Service description. This service provides a planned regimen of twenty-four (24) 

hours / seven (7) day a week, professionally directed evaluation, care, and treatment. 

Daily treatment service shall be provided to assess and address individual needs of 

each member. Services include individual, family, and/or group therapy, individual 

and/or group rehabilitation services, crisis intervention, care management, and 

community recovery support services. Group therapy is limited to a total of eight (8) 

individuals. Rehabilitation services shall not exceed a staffing ratio of fourteen (14) 

individuals to one (1) qualified provider. 

(ii) Staffing requirements. A licensed physician must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. Additional clinical and/or direct 

care staff must be on-site twenty-four (24) hours a day, seven (7) days a week. All 

staff who provide treatment services shall meet qualifications in accordance with the 

Oklahoma Medicaid State Plan and OAC 450:18. 

(iii) Treatment hours. A weekly minimum of twenty-four (24) service hours shall 

be provided, which shall include a minimum of one (1) hour of individual, family, 

and/or group therapy and a minimum of seven (7) hours of individual or group 

rehabilitation services. A maximum of seven (7) hours per week of community (peer) 

recovery support services may count toward the weekly required treatment hours. A 

week begins on Sunday and ends on Saturday. 

(C) Intensive residential treatment, high intensity B adults. 

(i) Service description. This service provides a planned regimen of twenty-four (24) 

hours / seven (7) day a week, professionally directed evaluation, care, and treatment. 

Daily treatment service shall be provided to assess and address individual needs of 

each member. Services include individual, family, and/or group therapy, individual 

and/or group rehabilitation services, crisis intervention, care management, and 

community recovery support services. Group therapy is limited to a total of eight (8) 

individuals. Rehabilitation services shall not exceed a staffing ratio of fourteen (14) 

individuals to one (1) qualified provider. 

(ii) Staffing requirements. A licensed psychiatrist must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. Additional clinical and/or direct 

care staff must be on-site twenty-four (24) hours a day, seven (7) days a week. All 

staff who provide treatment services shall meet qualifications in accordance with the 



 
 

Oklahoma Medicaid State Plan and OAC 450:18. 

(iii) Treatment hours. A weekly minimum of thirty-seven (37) service hours shall 

be provided, which shall include a minimum of four (4) hours of individual, family, 

and/or group therapy and a minimum of seven (7) hours of individual or group 

rehabilitation services. A maximum of eleven (11) hours per week of community 

(peer) recovery support services may count toward the weekly required treatment 

hours. A week begins on Sunday and ends on Saturday. 

(D) Intensive residential treatment, high intensity B individuals age thirteen (13) to 

seventeen (17). 

(i) Service description. This service provides a planned regimen of twenty-four (24) 

hours / seven (7) day a week, professionally directed evaluation, care, and treatment. 

Daily treatment service shall be provided to assess and address individual needs of 

each member. Services include individual, family, and/or therapy, individual and/or 

group rehabilitation services, crisis intervention, care management, and, for members 

age sixteen (16) or older, community recovery support services. Group therapy is 

limited to a total of six (6) individuals. Rehabilitation services shall not exceed a 

staffing ratio of eight (8) individuals to one (1) qualified provider.  

(ii) Staffing requirements. A licensed psychiatrist must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. Additional clinical and/or direct 

care staff must be on-site twenty-four (24) hours a day, seven (7) days a week. 

Staffing ratios shall not exceed those specified in OAC 340:110-3-153.2. All staff 

who provide treatment services shall meet qualifications in accordance with the 

Oklahoma Medicaid State Plan and OAC 450:18. 

(iii) Treatment hours. A weekly minimum of thirty-seven (37) service hours shall 

be provided, which shall include a minimum of four (4) hours of individual, family, 

or group therapy and a minimum of seven (7) hours of individual or group 

rehabilitation services. A maximum of eleven (11) hours per week of community 

(peer) recovery support services may count toward the weekly required treatment 

hours. A week begins on Sunday and ends on Saturday. 

(E) Residential treatment for individuals with minor dependent children and women 

who are pregnant. 

(i) Service description. This service provides a planned regimen of twenty-four (24) 

hours / seven (7) day a week, professionally directed evaluation, care, and treatment. 

The facility shall provide SUD treatment services to assess and address individual 

needs of each member. Services include individual, family, and/or group therapy, 

individual and/or group rehabilitation services, crisis intervention, care management, 

and community recovery support services. Group therapy is limited to a total of eight 

(8) individuals for adults a total of six (6) individuals for children. Rehabilitation 

services shall not exceed a staffing ratio of fourteen (14) individuals to one (1) 

qualified provider for adults and eight (8) individuals to one (1) qualified provider 

for children. 

(ii) Staffing requirements. A licensed physician must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. Additional staff must be on-site 

twenty-four (24) hours a day, seven (7) days a week. All staff who provide treatment 

services shall meet qualifications in accordance with the Oklahoma Medicaid State 

Plan and OAC 450:18. 

(iii) Treatment services for dependent children. Services are available to the child 



 
 

when provided to address the impacts related to the parent's addiction, including but 

not limited to individual and family therapy. Compliance with separate provider 

qualifications, in accordance with OAC 317:30-5-240.2, is required for other 

treatment services provided to dependent children by the residential SUD provider. 

Provision of such treatment services shall be provided in accordance with OAC 

317:30-5, Part 21. 

(iv) Treatment hours. A minimum of twenty-four (24) service hours shall be 

provided to the individual with minor dependent children and women who are 

pregnant. Treatment hours shall include a minimum of one (1) hour of individual, 

family, and/or group therapy and a minimum of seven (7) hours of individual or 

group rehabilitation services. A maximum of seven (7) hours per week of community 

(peer) recovery support services may count toward the weekly required treatment 

hours. A week begins on Sunday and ends on Saturday. Dependent children shall be 

provided treatment services in accordance with the child's service plan if services are 

provided by the residential SUD provider. 

(F) Intensive residential treatment for individuals with dependent children and 

women who are pregnant. 

(i) Service description. This service provides a planned regimen of twenty-four (24) 

hours / seven (7) day a week, professionally directed evaluation, care, and treatment. 

The facility shall provide SUD treatment services to assess and address individual 

needs of each member. Services include individual, family, and/or group therapy, 

individual and/or group rehabilitation services, crisis intervention, care management, 

and community recovery support services. Group therapy is limited to a total of eight 

(8) individuals for adults a total of six (6) individuals for children. Rehabilitation 

services shall not exceed a staffing ratio of fourteen (14) individuals to one (1) 

qualified provider for adults and eight (8) individuals to one (1) qualified provider 

for children. 

(ii) Staffing requirements. A licensed psychiatrist must be available by telephone 

twenty-four (24) hours a day, seven (7) days a week. Additional clinical and/or direct 

care staff must be on-site twenty-four (24) hours a day, seven (7) days a week. All 

staff who provide treatment services shall meet qualifications in accordance with the 

Oklahoma Medicaid State Plan and OAC 450:18. 

(iii) Treatment services for dependent children. Services are available to the child 

when provided to address the impacts related to the parent's addiction, including but 

not limited to individual and family therapy. Compliance with separate provider 

qualifications, in accordance with OAC 317:30-5-240.2, is required for other 

treatment services provided to dependent children by the residential SUD provider. 

Provision of such treatment services shall be provided in accordance with OAC 

317:30-5, Part 21. 

(iv) Treatment hours. A weekly minimum of thirty-five (35) service hours shall be 

provided to the individual with minor dependent children and women who are 

pregnant. Treatment hours shall include a minimum of four (4) hours of individual, 

family, and/or group therapy and a minimum of seven (7) hours of individual and/or 

group rehabilitation services. A maximum of eleven (11) hours per week of 

community (peer) recovery support services may count toward the weekly required 

treatment hours. A week begins on Sunday and ends on Saturday. Dependent 

children shall be provided treatment services in accordance with the child's service 



 
 

plan if services are provided by the residential SUD provider. 

(4) Medically monitored high intensity withdrawal management (ASAM Level 3.7). 

(A) Medically supervised withdrawal management B individuals age thirteen (13) to 

seventeen (17). 

(i) Service description and requirements. This service is provided under the 

direction of a licensed physician and a licensed registered nurse supervisor, for 

members who are withdrawing or are intoxicated from alcohol or other drugs. 

Members shall be assessed as currently experiencing no apparent medical or 

neurological symptoms that would require hospitalization. Daily SUD withdrawal 

management treatment services shall be provided, which include, but are not limited 

to, taking of vital signs (temperature, pulse, respiration rate, blood pressure), 

documentation of fluid and food intake a minimum of one (1) time every six (6) 

hours or more often as indicated by the member's condition. Medications shall be 

prescribed if needed during withdrawal management. The medications are to include 

those needed for physical health issues and mental impairment if acquired during the 

withdrawal process. 

(ii) Staffing requirements. A licensed physician providing supervision of 

withdrawal management must be available on site or on call twenty-four (24) hours 

a day, seven (7) days a week. A licensed nurse must provide twenty-four (24) hours 

a day, seven (7) days a week monitoring and statutorily approved personnel 

administer medication. A minimum of two (2) medical and/or clinical/direct care 

staff must be on-site and awake twenty-four (24) hours a day, seven (7) days a week. 

Staffing ratios shall not exceed those specified in OAC 340:110-3-153.2. 

(B) Medically supervised withdrawal management B adults. 

(i) Service description and requirements. This service is provided under the 

direction of a licensed physician and a licensed registered nurse supervisor, for 

members who are withdrawing or are intoxicated from alcohol or other drugs. 

Members shall be assessed as currently experiencing no apparent medical or 

neurological symptoms that would require hospitalization. Daily SUD withdrawal 

management treatment services shall be provided, which include, but are not limited 

to, taking of vital signs (temperature, pulse, respiration rate, blood pressure), 

documentation of fluid and food intake a minimum of one (1) time every six (6) 

hours or more often as indicated by the member's condition. Medications prescribed 

if needed during withdrawal management. The medications are to include those 

needed for physical health issues and mental impairment if acquired during the 

withdrawal process. 

(ii) Staffing requirements. A licensed physician providing supervision of 

withdrawal management must be available on site or on call twenty-four (24) hours 

a day, seven (7) days a week. A licensed nurse must provide twenty-four (24) hours 

a day, seven (7) days a week monitoring and statutorily approved personnel 

administer medication. 

 

317:30-5-95.47. Residential substance use disorder (SUD) - Individualized service plan 

requirements  

All SUD services provided in residential treatment facilities are rendered as a result of an 

individual assessment of the member's needs and documented in the service plan. 

(1) Assessment. A biopsychosocial assessment shall be completed for members receiving 



 
 

ASAM Level 3.1, 3.3, or 3.5 services, including dependent children receiving services from 

the residential SUD provider, to gather sufficient information to assist the member in 

developing an individualized service plan. The assessment must also list a diagnosis that 

corresponds to current Diagnostic and Statistical Manual of Mental Disorders (DSM) 

standards and the member's past and current psychiatric medications. The assessment must be 

completed by an LBHP or licensure candidate. Licensure candidate signatures must be co-

signed by a fully-licensed LBHP in good standing. Assessments for ASAM Level 3.7 services 

shall be completed in accordance with (E) below. 

(A) Assessments for adolescents. A biopsychosocial assessment using the Teen 

Addiction Severity Index (T-ASI) shall be completed. A physical examination shall be 

conducted by a licensed physician to include, at a minimum, a physical assessment, health 

history, immunization status, and evaluation of motor development and function, speech, 

hearing, visual, and language functioning. 

(B) Assessments for adults. A biopsychosocial assessment using the Addiction Severity 

Index (ASI) shall be completed.  

(C) Assessments for dependent children. In accordance with OAC 450:18-7-25, 

assessmentsAssessment of children (including infants) accompanying their parent into 

treatment and receiving services from the residential SUD provider shall include the 

following items: 

(i) Parent-child relationship; 

(ii) Physical and psychological development; 

(iii) Educational needs; 

(iv) Parent related issues; and  

(v) Family issues related to the child. 

(D) Assessments for parents/pregnant women. In accordance with OAC 450:18-7-25, 

assessmentsAssessment of the parent and/or pregnant women bringing their children into 

treatment shall include the following items: 

(i) Parenting skills; 

(ii) Knowledge of age appropriate behaviors; 

(iii) Parental coping skills; 

(iv) Personal issues related to parenting; and 

(v) Family issues as related to the child. 

(E) Assessments for medically supervised withdrawal management. In accordance 

with OAC 450:18-13-61, a medical assessment for the appropriateness of placement shall 

be completed and documented by a licensed physician during the admission process. The 

assessment shall provide a diagnosis that corresponds to current DSM standards. 

(F) Assessment timeframes. Biopsychosocial assessments shall be completed within two 

(2) days of admission or during the admission process for medically supervised 

withdrawal management. 

(2) Service plan. Pursuant to OAC 450:18-7-81, a service plan shall be completed for each 

member receiving ASAM Level 3.1, 3.3, or 3.5 services, including dependent children 

receiving services from the residential SUD provider. The service plan is performed with the 

active participation of the member and a support person or advocate, if requested by the 

member. In the case of children under the age of sixteen (16), it is performed with the 

participation of the parent or guardian, if allowed by law, and the child as age and 

developmentally appropriate. Service plans for ASAM Level 3.7 services shall be developed 

in accordance with (D) below. 



 
 

(A) Service plan development. The service plan shall: 

(i) Be completed by an LBHP or licensure candidate. Licensure candidate signatures 

must be co-signed by a fully-licensed LBHP in good standing. 

(ii) Provide the formation of measurable service objectives and reflect ongoing 

changes in goals and objectives based upon member's progress or preference or the 

identification of new needs, challenges, and problems.  

(iii) Be developed after and based on information obtained in the assessment and 

includes the evaluation of the assessment information by the clinician and the 

member. 

(iv) Have an overall general focus on recovery which, for adults, may include goals 

like employment, independent living, volunteer work, or training, and for children, 

may include areas like school and educational concerns and assisting the family in 

caring for the child in the least restrictive level of care. 

(B) Service plan content. Service plans must include dated signatures for the member 

[if over fourteen (14)], the parent/guardian [if under sixteen (16) and allowed by law], 

and the primary service practitioner.[if age fourteen (14) or older], the parent/guardian (if 

required by law), and the LBHP or licensure candidate. Licensure candidate signatures 

must be co-signed by a fully-licensed LBHP in good standing. If the member is eligible 

to self-consent to treatment pursuant to state law, a parent/guardian signature is not 

required. Signatures must be obtained after the service plan is completed. The contents 

of a service plan shall address the following: 

(i) Member strengths, needs, abilities, and preferences; 

(ii) Identified presenting challenges, needs, and diagnosis; 

(iii) Goals for treatment with specific, measurable, attainable, realistic, and time-

limited objectives; 

(iv) Type and frequency of services to be provided; 

(v) Description of member's involvement in, and response to, the service plan; 

(vi) The service provider who will be rendering the services identified in the service 

plan; and 

(vii) Discharge criteria that are individualized for each member and beyond that 

which may be stated in the ASAM criteria. 

(C) Service plan updates. Service plan updates shall occur a minimum of once every 

thirty (30) days while services are provided. Service plan updates must include dated 

signatures for the member [if over fourteen (14)], the parent/guardian [if under sixteen 

(16) and allowed by law], and the LBHP and licensure candidate. Licensure candidate 

signatures must be co-signed by a fully-licensed LBHP in good standing.[if age fourteen 

(14) or older], the parent/guardian (if required by law), and the LBHP or licensure 

candidate. Licensure candidate signatures must be co-signed by a fully-licensed LBHP in 

good standing. If the member is eligible to self-consent to treatment pursuant to state law, 

a parent/guardian signature is not required. Signatures must be obtained after the service 

plan is completed. Service plan updates shall address the following: 

(i) Progress on previous service plan goals and/or objectives; 

(ii) A statement documenting a review of the current service plan and an explanation 

if no changes are to be made to the service plan; 

(iii) Change in goals and/or objectives based upon member's progress or 

identification of new needs and challenges; 

(iv) Change in frequency and/or type of services provided; 



 
 

(v) Change in staff who will be responsible for providing services on the plan; and 

(vi) Change in discharge criteria. 

(D) Service plans for medically supervised withdrawal management. Pursuant to OAC 

450:18-7-84, a service plan shall be completed for each member receiving ASAM Level 

3.7 services that addresses the medical stabilization treatment and services needs of the 

member. Service plans shall be completed by a licensed physician or licensed registered 

nursing staff and must include a dated signature of the member [if age fourteen (14) or 

older], the parent/guardian (if required by law), and the primary service practitioner. The 

service plan shall provide a diagnosis that corresponds to current DSM standards. 

(E) Service plan timeframes. Service plans shall be completed within four (4) days of 

admission, except for service plans for individuals receiving medically supervised 

withdrawal management services, which must be completed within three (3) hours of 

admission. 

(3) Progress notes. Progress notes shall chronologically describe the services provided, the 

member's response to the services provided, and the member's progress in treatment. 

(A) Content. Progress notes shall address the following: 

(i) Date; 

(ii) Member's name; 

(iii) Start and stop time for each timed treatment session or service; 

(iv) SignatureDated signature of the service provider; 

(v) Credentials of the service provider; 

(vi) Specific service plan needs, goals and/or objectives addressed; 

(vii) Services provided to address needs, goals, and/or objectives; 

(vii) Progress or barriers to progress made in treatment as it relates to the goals and/or 

objectives; 

(ix) Member (and family, when applicable) response to the session or service 

provided; and 

(x) Any new needs, goals and/or objectives identified during the session or service. 

(B) Frequency. Progress notes shall be completed in accordance with the following 

timeframes: 

(i) Progress notes for therapy, crisis intervention and care management must be 

documented in an individual note and reflect the content of each session provided. 

(ii) Documentation for rehabilitation and community recovery support services must 

include daily member sign-in/sign-out record of member attendance (including date, 

time, type of service and service focus), and a daily progress note or a summary 

progress note weekly. 

(4) Transition/discharge planning. All facilities shall assess each member for 

appropriateness of discharge from a treatment program. Each member shall be assessed using 

the ASAM criteriaplacement tool to determine a clinically appropriate placementsetting in the 

least restrictive level of care. 

(A) Transition/discharge plans. Transition/discharge plans shall be developed with the 

knowledge and cooperation of the member. The transition/discharge plan shall be 

included in the discharge summary. The discharge plan is to include, at a minimum, 

recommendations for continued treatment services and other appropriate community 

resources. Appointments for outpatient therapy and other services, as applicable, should 

be scheduled prior to discharge from residential care. Development of the 

transition/discharge plan shall begin no later than two (2) weeks after admission. 



 
 

(B) Discharge summary. The discharge summary shall document the member's progress 

made in treatment and response to services rendered. A completed discharge summary 

shall be entered in each member's record within fifteen (15) days of the member 

completing, transferring, or discontinuing services. The summary must be signed and 

dated by the staff member completing the summary. 

 

317:30-5-95.51. Residential substance use disorder (SUD) – Reporting of suspected child 

abuse/neglect  

Instances of child abuse and/or neglect are to be reported in accordance with state law, 

including, but not limited to, Section (§) 1-2-101 of Title 10A of the Oklahoma Statutes and 43A 

O.S. § 10-104. Any person suspecting child abuse or neglect shall immediately report it to the 

Oklahoma Department of Human Services (OKDHS) hotline, at 1-800-522-3511; any person 

suspecting abuse, neglect, or exploitation of a vulnerable adult shall immediately report it to the 

local DHS County Office, municipal or county law enforcement authorities, or, if the report occurs 

after normal business hours, the OKDHS hotline. Health care professionals who are requested to 

report incidents of domestic abuse by adult victims with legal capacity shall promptly make a 

report to the nearest law enforcement agency, per 22 O.S. § 58. 

 

 

 
 



 
 

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 

 

PART 21. OUTPATIENT BEHAVIORAL HEALTH AGENCY SERVICES 

 

317:30-5-241.4 Crisis Intervention 

(a) Onsite and Mobile Crisis Intervention Services (CIS). 

(1) Definition.  Crisis Intervention ServicesCIS are face-to-face services for the purpose of 

responding to acute behavioral or emotional dysfunction as evidenced by psychotic, suicidal, 

homicidal severe psychiatric distress, and/or danger of AOD relapse. The crisis situation 

including the symptoms exhibited and the resulting intervention or recommendations must be 

clearly documented. 

(A) Onsite CIS is the provision of CIS to the member at the treatment facility, either in-

person or via telehealth. 

(B) Mobile CIS is the provision of CIS by at least one (1) professional at the location of 

a member who is not at the treatment facility (e.g., services provided at the member's 

home). 

(2) Limitations.  Crisis Intervention ServicesCIS are not compensable for SoonerCare 

members who reside in ICF/IID facilities, or who receive RBMS in a group home or 

Therapeutic Foster Hometherapeutic foster home. CIS is also not compensable for members 

who experience acute behavioral or emotional dysfunction while in attendance for other 

behavioral health services, unless there is a documented attempt of placement in a higher level 

of care. The maximum is eight (8) units per month; established mobile crisis response teams 

can bill a maximum of four (4) hours per month, and ten (10) hours each 12twelve (12) months 

per member.  

(3) Qualified professionals.  Services must be provided by an LBHP or Licensure 

Candidatelicensure candidate. 

(b) Facility Based Crisis Stabilization (FBCS).  FBCS services are emergency psychiatric and 

substance abuse services aimed at resolving crisis situations. The services provided are emergency 

stabilization, which includes a protected environment, chemotherapy, detoxification, individual 

and group treatment, and medical assessment. 

(1) Qualified practitioners.  FBCS services are provided under the supervision of a physician 

aided by a licensed nurse, and also include LBHPs and Licensure Candidateslicensure 

candidates for the provision of group and individual treatments. A physician must be 

available. This service is limited to providers who contract with or are operated by the 

ODMHSAS to provide this service within the overall behavioral health service delivery 

system. 

(2) Limitations. The unit of service is per hour. Providers of this service must meet the 

requirements delineated in the OAC 450:23. Documentation of records must comply with 

OAC 317:30-5-248. 
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TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 

 

PART 2. PHYSICIAN ASSISTANTS 

 

317:30-5-30.  Eligible providers  

The Oklahoma Health Care Authority (OHCA) recognizes medical services rendered by a 

Physician Assistant in accordance with the rules and regulations covering the Authority’s medical 

care program. 

(1) The application for a Medicaid Provider agreement must be accompanied by copies of the 

physician assistant’s current written authorization to practice from the Oklahoma State Board of 

Medical Licensure and Supervision. The Application to Practice must be jointly filed by the 

supervising physician and physician assistant and include a description of the physician’s 

practice, methods of supervision and utilization of the physician assistant, and the name of 

alternate supervising physician(s) who will supervise the physician assistant in the absence of 

the primary supervising physician. At any time that the supervising physician(s) change, an 

updated copy of the certification must be submitted to OHCA, Provider Enrollment. 

(2) All services provided by a Physician Assistant must be within the current practice guidelines 

for the State of Oklahoma. 

Eligible providers shall: 

(1) Have and maintain current license by the Oklahoma State Board of Medical Licensure and 

Supervision as specified in Section 519.6 of Title 59 of the Oklahoma Statutes; 

(2) Have a current contract with the Oklahoma Health Care Authority (OHCA); and 

(3) Have a practice agreement with a SoonerCare contracted delegating physician(s) (who is 

licensed and in good standing with the State Board of Medical Licensure and Supervision or the 

State Board of Osteopathic Examiners) concerning the scope of practice of the physician 

assistant (PA). If at any time the delegating physician(s) change, an updated copy of the practice 

agreement must be submitted within ten (10) business days to OHCA, Provider Enrollment. 

 

317:30-5-31.  General coverage by categoryCoverage  

Physician Assistant services are subject to all rules and guidelines which apply to Physician 

services as specified at OAC 317:30-5, Part 1, Physicians. 

The OHCA covers medical services (as described in OAC 317:30-5, Part 1, Physicians) by a 

physician assistant (PA) when rendered within the licensure and scope of practice of the PA. 

Services must be in compliance with the state-specific statutes including Title 59 O.S. § 519.2, rules 

and regulations of the applicable practice act. 

 

317:30-5-32.  UtilizationReimbursement 

Physician Assistant services are included in the Medicaid program in the same way as Physician 

services and are included in all utilization parameters (refer to OAC 317:30-5, Part 1). An office, 

nursing home, or hospital visit is considered as one of the allowed visits for a given period. Payment 

is not made to the Physician Assistant and supervising physician for the same service on the same 

day. 

(a) Payment for services within the physician assistant's scope of practice shall be made when 

ordered or performed by the eligible physician assistant if the same service would have been covered 



 

 

if ordered or performed by a physician. 

(b) Payment is not made to physician assistant when a service(s) is (are) performed simultaneously 

with the delegating physician and billed by the physician on the same day. 

(c) Payment is made per the methodology established in the Oklahoma Medicaid State Plan. 

 

317:30-5-33.  Post payment utilization review [Revoked] 

All inpatient services are subject to post payment utilization review by the OHCA or its 

designated agent. Post payment utilization reviews are subject to all rules and guidelines which apply 

to Physician services as specified at OAC 317:30-5, Part 1, Physicians. 



 

TITLE 317.  OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

SUBCHAPTER 5. INDIVIDUAL PROVIDERS AND SPECIALTIES 

 

PART 21. OUTPATIENT BEHAVIORAL HEALTH AGENCY SERVICES 

 

317:30-5-241.7. Medication-assisted treatment (MAT) services for eligible individuals 

with opioid use disorder (OUD) 

(a) Definitions.  The following words and terms, when used in this section, shall have the 

following meaning, unless the context clearly indicates otherwise: 

(1) "Medication-assisted treatment (MAT)" means an evidence-based practice 

approved by the Food and Drug Administration (FDA) to treat opioid use disorder, 

including methadone and all biological products licensed under federal law for such 

purpose. MAT also includes the provision of counseling and behavioral therapy.  

(2) "Office-based opioid treatment (OBOT)" means a fully contracted SoonerCare 

provider that renders MAT services in OBOT settings. OBOT providers must have 

capacity to provide all drugs approved by the FDA for the treatment of opioid use 

disorder, directly or by referral, including for maintenance, detoxification, overdose 

reversal, and relapse prevention, and appropriate counseling and other appropriate 

ancillary services. 

(3) "Opioid treatment program (OTP)" means a program or provider: 

(A) Registered under federal law; 

(B) Certified by the Substance Abuse and Mental Health Services Administration 

(SAMHSA); 

(C) Certified by ODMHSAS, unless deemed an exempted entity as defined by 

federal law; 

(D) Registered by the Drug Enforcement Agency (DEA); 

(E) Registered by the Oklahoma Bureau of Narcotics and Dangerous Drugs 

(OBNDD); and 

(F) Engaged in opioid treatment of individuals by use of an opioid agonist treatment 

medication, including methadone. 

(4) "Opioid use disorder (OUD)" means a cluster of cognitive, behavioral, and 

physiological symptoms in which the individual continues use of opioids despite 

significant opioid-induced problems. 

(5) "Phase I" means a minimum ninety (90) day period in which the member attends 

the opioid treatment program for observation of medication assisted treatment daily or 

at least six (6) days a weekthe first ninety (90) days of treatment. 

(6) "Phase II" means the phase of treatment for members who have been admitted for 

more than ninety (90) days and who have successfully completed Phase Isecond ninety 

(90) days of treatment. 

(7) "Phase III" means the phase of treatment for members who have been admitted for 

more than six (6) months and who have successfully completed Phase IIthird ninety (90) 

days of treatment. 

(8) "Phase IV" means the phase of treatment for members who have been admitted for 

more than nine (9) months and who have successfully completed Phase III last ninety 

(90) days of the first year of treatment. 
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Utilization
Emergency Department Visits (Claims)
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Utilization (Cont.)
Percent Total Enrolled Using ED

Members Utilizing Emergency Department By Qualifying Group
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Utilization (Cont.)
Telemedicine - Total Visits

Members With Opioid Claims

11K 11K 10K

13K

16K

14K

18K

19K
19K

8K

10K

12K

14K

16K

18K

20K

January December February

2021 2022 2023

140K

107K
118K

78K 103K 97K

74K 80K

55K
20K

40K

60K

80K

100K

120K

140K

160K

December January February

2021 2022 2023

-4K
-22K -41K

-5%

-22%

-42%

-24%

December January February

2022 vs 2023 Count Change

2022 vs 2023 Percent Change

2022 vs 2023 Quarterly Percent Change

5K
3K

5K

35%

17%

36%56%

January December February

2022 vs 2023 Count Change

2022 vs 2023 Percent Change

2022 vs 2023 Quarterly Percent Change



Utilization (Cont.)
Members With Opioid Claims By Qualifying Group

Total Opioid Claims
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Utilization (Cont.)
Out of State Services - Total Members Utilization

Out of State Services - Total Members Utilization By Qualifying Group
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Utilization (Cont.)
Out of State Services - Total Reimbursements

Out of State Services - Total Active Billing Providers

$6.3M

$3.1M
$4.4M

$7.2M

$5.8M
$6.5M

$10.8M

$9.1M

$11.3M

2,000K

4,000K

6,000K

8,000K

10,000K

12,000K

December January February

2021 2022 2023

458 

374 

382 

372 

362 
372 

375 
383 

415 

 350

 370

 390

 410

 430

 450

 470

December January February

2021 2022 2023

$3.5M $3.3M $4.8M

49% 58%
74%

60%

December January February

2022 vs 2023 Count Change

2022 vs 2023 Percent Change

2022 vs 2023 Quarterly Percent Change

3
21 43

0.8%

5.8%

11.6%

3%

December January February

2022 vs 2023 Count Change

2022 vs 2023 Percent Change

2022 vs 2023 Quarterly Percent Change



Utilization (Cont.)
Dental Claims

Total Members with Dental Claims
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Utilization (Cont.)
Adult (21 & Over) Dental Claims

Adults (21 & Over) with Dental Claims
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Utilization (Cont.)
Children (Under 21) Dental Claims

Children (Under 21) with Dental Claims
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Financials
Total Agency Expenditures 

Utilization (Cont.)
Members With Dental Claims By Qualifying Group
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Financials (Cont.)
Total Agency Members Utilization by Qualifying Group
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Inpatient Services Members Utilization by Qualifying Group
Financials (Cont.)

Nursing Facility Expenditures 
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Outpatient Hospital Expenditures 
Financials (Cont.)

Outpatient Hospital Members Utilization by Qualifying Group
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Physician Expenditures 
Financials (Cont.)

Physician Members Utilization By Qualifying Group
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Prescribed Drugs Expenditures 

Prescribed Drugs Members Utilization By Qualifying Group
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Average Per Total Member Served

Average Per Child (Under 21) Member Served
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Average Per Children & Parent/Caretaker Member Served

Average Per Aged/Blind/Disabled Member Served
Financials (Cont.)
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Average Per Expansion Member Served (Effective July 2021)

Call Center
Call Center - Member Calls Answered
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Call Center - Average Wait Time (In Seconds)

Prior Authorization
Prior Authorization - Total Combined - Total Completed PA Volume
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Prior Authorization - Total Combined - Total Percent Completed 0-6 Days

Agency Stats & Provider Network
OHCA Admin - Number of FTEs

Prior Authorization (Cont.)
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Total Providers

Mental Health Providers (In-State Only)

Agency Stats & Provider Network (Cont.)
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Agency Stats & Provider Network (Cont.)
Physicians (In-State Only)

Primary Care Providers (In-State Only)
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Pharmacy (In-State Only)

Agency Stats & Provider Network (Cont.)
Dentists (In-State Only)
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Extended Care Facilities (In-State Only)

Hospitals (In-State Only)

Agency Stats & Provider Network (Cont.)

442 

435 434 

442 441 440 

424 424

429 

 420

 425

 430

 435

 440

 445

December January February

2021 2022 2023

216 216 216

209 
208 208

210 210 210

 200
 202
 204
 206
 208
 210
 212
 214
 216
 218

December January February

2021 2022 2023

-18 -17 -11

-4.1% -3.9%

-2.5%
-4%

December January February

2022 vs 2023 Count Change

2022 vs 2023 Percent Change

2022 vs 2023 Quarterly Percent Change

1 2 2

0% 1% 1%
1%

December January February

2022 vs 2023 Count Change

2022 vs 2023 Percent Change

2022 vs 2023 Quarterly Percent Change


	Unwind Calendar.pdf
	Slide 1:             Unwind/ eligibility updates      
	Slide 2: Disenrollment Flow Chart
	Slide 3: Month 1
	Slide 4: Month 2
	Slide 5: Month 3
	Slide 6: Month 4
	Slide 7: Month 5
	Slide 8: Month 6
	Slide 9: Month 7
	Slide 10: Month 8
	Slide 11: Month 9
	Slide 12: With Month Numbers

	Unwind Calendar.pdf
	Slide 1:             Unwind/ eligibility updates      
	Slide 2: Disenrollment Flow Chart
	Slide 3: Month 1
	Slide 4: Month 2
	Slide 5: Month 3
	Slide 6: Month 4
	Slide 7: Month 5
	Slide 8: Month 6
	Slide 9: Month 7
	Slide 10: Month 8
	Slide 11: Month 9
	Slide 12: With Month Numbers




